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BACKGROUND 


Three Decades of Clinical Experience 


_ use of cow’s milk, water and carbohydrate mixtures represents the 
one system of infant feeding that consistently, for three decades, has 
received universal pediatric recognition. No carbohydrate employed in this 
system of infant feeding enjoys so rich and enduring a background of au- 
thoritative clinical experience as Dextri-Maltose. 


DEXTRI-MALTOSE No. 1 (with 2% sodium chloride), for normal babies. 
DEXTRI-MALTOSE No. 2 (plain, salt free), permits salt modifications by the physician, 
DEXTRI-MALTOSE No. 3 


(with 3% potassium bicarbonate), for constipated babies 


These products are hypo-allergenic. 


EXTRI-MALTOSE 


Please enclose professional card when requesting samples of Mead Johnson products to cooperate in 
preventing their reaching unauthorized persons, Mead Johnson & Company, Evansville, Ind.. U.S. A. 
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THE EMULSION... 


Petrolagar 
FOR CONSTIPATION 


Miscible in aqueous solutions. 
Mixes with gastro -intestinal 


contents to form a homoge- 


1, Petrolagar is more palat- 7. Augments intestinal con. 


able. Easier to take by tents by supplying an un- 
patients with aversion to absorbable fluid. 

plain oil—may be thinned 

by dilution. 8. More even distributionand 


dissemination of oil with 
gastro-intestinal contents, 


3. Does not coat intestinal 


mucosa. Petrolagar is an 9, Assures a more normal 
aqueous suspension of fecal consistency. 
mineral oil — oil in water 


10. Less likely to leak. 


emulsion. 


Provides comfortable 
bowel action. 


No accumulation of oil in 
folds of mucosa. 


Will not coat the feces 12. Makes possible five types 


with oily film. 7 of Petrolagar to select from 
6. Does not interfere with to meet the special needs 
secretion or absorption. of Bowel Management. 


Petrolagar — Liquid petrolatum 65 cc. emulsified 
with 0.4 Gm. agar in a menstruum to make 100 ce. 


Petrolagar 


Petrol Laboratories, Inc. e 8134 McCormick Boulevard « Chicago, Dlinols 


ren 
3 
— . = 
\ 
7 
neo 
=) us mass. 
| 
CH 
4 
5. 
2 > = 
Fa 
2 
In writi i 
ng adv 
ee: £ ertisers, please mention VIRGINIA MEDICAL MO 
NTHLY 


| 
ON 
us. | 
al 

e- 

con- 

| Un- 

a 
with 
ants, 
rmal = 

ble : 

pes = 

fom 

eds 


4 


SCENES FROM THE LABORATORIES OF (UPJOHN) 


Control 


AUTOMATIC EXTRACTORS 
used in assaying for 
alkaloids 


“3 
& 


Adequate control of pharmaceutical ———— operations calls for unceasing a 
vigilance and the use of a variety of assay methods, including chemical, biologic, 
bacteriologic, and toxicologic determinations. 


These careful checks start with raw materials, are applied at intervals during 
production, and end with complete assay of the finished pharmaceutical. 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 


. 


Makers of Fine Pharmacenticals Since 1886 


In writing advertisers, please mention VIRGINIA MEDICAL MONTHLY. 
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istered U.S. 
- 9, 1923 & 


Keep Cool 
Caretull¥ 
Sons. 


. used under proper supervision 
lengthens lives of diabetic children 


PRIOR to the discovery of Insulin, diabetes in a child led to severe restric. 


tions in his mode of life and, in most cases, an early death. Today, in contrast, 


there are hundreds of happy, active diabetic children—leading practically 


normal lives with the aid of Insulin. 


More institutions, more physicians, and more patients are using Insulin 


Squibb and Protamine Zinc Insulin Squibb than ever before. They rely upon 


the quality and dependability of these Squibb Products. 


@ INSULIN SQUIBB—An aqueous solution 
of the active, anti-diabetic principle obtained 
from pancreas. It is accurately assayed, uni- 
formly potent, carefully purified, highly 
stable, aad remarkably free from pigmen- 
tary impurities and proteinous reaction-pro- 
ducing substances. Insulin Squibb of the 
usual strengths is supplied in 10-cc. vials. 


@ PROTAMINE ZINC INSULIN Squibb— 
Insulin Squibb to which protamine and zinc 
have been added. The product is carefully 
assayed and conforms to the specifications of 
the Insulin Committee, University of To- 
ronto. 

Protamine Zinc Insulin Squibb, 40 units 
per cc., is available in 10-cc. vials. 


-F-R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1856 
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CASE I—FEMALE, 74 


Uncomplicated gastric ulcer first demon- 
strated by Roentgen rays in 1934. Diet and 
alkalies afforded little relief. Accompanied 
by loss of weight. Repeated X-ray studies in 
1936 and 1937 showed no improvement. She 
was placed on a diet-gelatine regime in 
November, 1937. Relief immediate. Gained 
weight. Roentgen studies in April, 1938 
showed no demonstrable ulcer. 


get it on order. 


Please send complete 
details of the Knox 


Gelatine peptic ulcer 


regime. 


NOTE: 


Name 


Prompt Symptomatic Relief 
in PEPTIC ULCER 


with PLAIN KNOX 
GELATINE (U.S. P.) 


LINICAL research has recently demon- 
strated the effectiveness of utilizing 
plain Knox Gelatine (U.S.P.) in treatment 
of peptic ulcer. In a group of 40 patients 
studied, 36 (or 90%) were symptomatic- 
ally improved; 28 of these (or 70% ) expe- 
rienced immediate relief of all symptoms. 
Other than dietary regulation which 
included frequent feedings of plain Knox 
Gelatine no medication was given except 
an occasional cathartic. 


NO DANGER OF ALKALOSIS 


This regime thus eliminates the “alka- 
losis hazard” attendant upon continued 
alkali therapy. In discussing the mode of 
action by which gelatine brings peptic ulcer 
relief, Windwer and Matzner* speak of the 
acid-binding properties by which proteins 
can neutralize acids, and they state that 
the frequent gelatine feedings “apparently 
caused more prolonged neutralization of 
the gastric juice.” 

PEPTIC ULCER FORMULA 


Empty one envelope Knox Gelatine in a glass three- 
quarters filled with cold water or milk. Let gelatine 
settle to the bottom of the glass, then stir briskly and 
drink immediately. Take hourly between feedings for 
seven doses a day. 


*Windwer and Matzner, Am. Jl. Dig. Dis. 5:743, 1939, 


The gelatine used in this study was plain 
Knox Gelatine (U.S.P) which assays 85% protein and which 
should not be confused either with inferior grades of gelatine 
or with sugar-laden dessert powders, for these latter products 
will not achieve the desired effects. When you desire pure 


U.S.P. Gelatine, be sure to specify KNOX. Your hospital can 


WRITE DEPT. 441 


LABORATORIES | 


Address 


City. 


State 
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EW from stem to stern; packed with inher- 

ent advantages, the G-E Model “C” Unit 

has been built to enhance the benefits of elec- 

trosurgery. This is its introduction to the medi- 
cal profession. 

So complete and refined is the method of 
control that the surgeon may have at the elec- 
trode tip just the quality and quantity of high- 
frequency current desired for the work at hand, 
whether it be the delicate coagulation of some 
growth or transurethral prostatic resection. 

Factory-adjusted self-compensating gaps of 
an entirely new type are incorporated. They 
assure on unfailing supply of smooth current 
for cutting, desiccating, or coagulating. So 
closely calculated have been the factors of 
heat expansion and so nicely engineered the 
gaps, that even long continued operation will 
not cause a change in the spacings. You will 
appreciate that this feature spells real de- 
pendability. 


7 


From the beautiful streamlined case to the 
smallest integral part of the unit there is ex- 
cellency of manufacture, soundness of design, 
and indication of long, satisfactory, econom- 
ical life. There are many other advantages 
that would be of interest to you, such as for 
instance the reasonable price. 


Send for descriptive catalag ! 


You will want to study this book, for not only 
does it tell the complete story of the G-E 
Model “C” Electrosurgical Unit but also reprints 
authoritative information regarding electro- 
surgery. We would appreciate your addressing 
your request for a copy to Department A55. 


In writing advertisers, please mention VIRGINIA MEDICAL MONTHLY. 


7 
4 
— = 
| 
| 
i 
i 4 
: 
é 27012 JACKSON BiVD CHICAGO 7 
.. 2 


C, ommon Prestribes 


LUZIER'S, INC, MAKERS OF FINE COSMETICS 


KANSAS CITY, MO. 
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Gastric Tissue Juice Extract 


ENZYMOL 


PROVES OF SPECIAL SERVICE IN THE TREATMENT OF PUS CASES 


ENZYMOL resolves necrotic tissue, exerts a reparative action, dissipates foul odors; 
a physiological, enzymic surface action. It does not invade healthy tissue; does not dam- 
age the skin. 


It is made ready for use, simply by the addition of water. 


These are simply notes of clinical application during many years: 


ABSCESS CAVITIES DIABETIC GANGRENE 
ANTRUM OPERATION AFTER REMOVAL OF TONSILS 
SINUS CASES AFTER TOOTH EXTRACTION 
CORNEAL ULCER CLEANSING MASTOID 
CARBUNCLE MIDDLE EAR 

RECTAL FISTULA CERVICITIS 


Originated and Made by 


Fairchild Bros. & Foster 


New York 


OR the failing heart of middle life 
give Theocalcin, 2 or 3 tablets, t.i.d. 
After relief is obtained, the comfort of the patient 
may be continued with smaller doses. Strengthens 
heart action, diminishes dyspnoea and reduces edema 


THEOCALCIN (theotromine-calcium salicylate) Council Accepted 
Available in 7% grain tablets and as a powder... 
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for non-specific 


PROTEIN THERAPY 


us 


Foreign Protein 


For Intramuscular Use 


Clinical evidence establishes the value of parenteral 
administration of non-specific protein in many infec- 
tions and infectious processes, and indicates its use in 
allergic conditions; dermatological lesions; arthritis, 
respiratory tract and ocular infections or inflamma- 
tions; gonorrhea and its complications; and in sepsis 
not amenable to other treatment. Unlike ordinary 
protein preparations, Foreign Protein (Cheplin’s) is 
free from anaphylactic reactions. 

HOW SUPPLIED: In 1 ce. ampules, 12, 25 or 100 per box; in 
5 ec. ampules and 10 ce. vials, 6, 25 or 100 per box; also, in 30 ec. 


vials. Also, obtainable with Colloidal Sulphur or Manganese 
Butyrate. 


CHEPLIN BIOLOGICAL LAB., INC. 
SYRACUSE, NEW YORK 


known for 


In Ampule Medication 


Literature upon request 
Distributed by 


POWERS & ANDERSON, Inc. 


Surgical Instruments, Hospital Supplies, Etc. 


NORFOLK, VA. RICHMOND, VA. 


LABORATORY STOCK 


Virgin does for Friedman's tests $1.50 each 
Also matured stock either sex for other uses 
$.35 per pound. 


Shipped F.O.B. Rabbitry. 
Contracts Solicited. 
All stock guaranteed as represented. 


TIDEWATER RABBITRY 


235 Hugo Ave., 1904 Glas 
Norfolk, Va. Portsmouth, 
Norfolk 34924 “Ki Phones Portsmouth 3672) 


MeErRCUROCHROME 


(dibrom-oxymercuri-fluorescein-sodium) 
<> is a background of 
Precise manufacturing methods ip 
suring uniformity 
Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the 
Council of Pharmacy and Chem. 
istry of the American Medical 
Association 


A booklet summarizing the impor- 
tant reports on Mercurochrome and 
describing its various uses will be 
sent to physicians on request. 


Hynson, Westcott & Dunning, Inc. 
BALTIMORE, MARYLAND 


The Medical Examining Board 
of Virgwnia 


WILL HOLD ITS NEXT MEET- 
ING IN RICHMOND, JUNE 21- 
23, 1939. All i.pplications should 
be complete in the hands of the 
Secretary at least ten days in ad- 
vance. For further information, 
write Dr. J. W. Preston, Secretary- 
Treasurer, Roanoke, Va., or Dr. P. 
W. Boyd, President, Winchester, 
Va. 
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In the treatment of Pernicious Anemia 
there are four major reasons 
for the intensive use a 


1cc. CONCENTRATED SOLUTION LIVER EXTRACT 


[PARENTERAL] 


Lzederle 


1 ‘*1 CC. CONCENTRATED SOLUTION LIVER EXTRACT PAR- 

ENTERAL Lederle”’ provides sufficient active substance 
to meet unusual demands—due to colds and other 
infections, increased activity (mental or physical). 


2 ““1 CC. CONCENTRATED SOLUTION LIVER EXTRACT PAR- 

ENTERAL Lederle” maintains the red blood cells and 
hemoglobin at normal levels—now generally con- 
sidered the best insurance against the development 
of neurologic changes and for the arrest of those 
already present. 


3 “*1 CC. CONCENTRATED SOLUTION LIVER EXTRACT PAR- 
ENTERAL Lederle” minimizes the discomforts of con- 
tinuous therapy through the small volume and low 
concentration of solids but a high concentration of 
active material. 


4 “1 CC. CONCENTRATED SOLUTION LIVER EXTRACT PAR- 
ENTERAL Lederle” is economical to use because its 
potency (15 U.S.P. units per cc.) means that a mini- 
mum number of injections per year are required. 


BLOOD CHANGES 


A Summary of the Maintenance Treatment 
of 31 Patients 


1. in Relapse : An injection of one vial (1¢c.—15U.S.P. units) of liver 
extract given intramuscularly at the intervals shown. 


Number of Period of Average Interval Average 

patient: int . between injections | final R.B.C. 

= WEEKS WEEKS MILLIONS 
Ps = 10 26- 52 3.3 5.16 
@ = 4 53-104 3.9 5.26 
= 15 | 105-156 3.2 5.18 

= 

2 157-208 3.9 5.21 
. > = During = Reprinted from “‘The Use of Concentrated Liver Extracts in Per- 
a A = nicious Anemia’’ by William P. Murphy, M.D. and Isabel 
-@ e- Reticulocyte = Howard, Jo. A.M.A., January 14, 1939, Vol. 112, pp. 106-110. 


: Lederle Laboratories made the first American 

2@ 7 = commercial liver extract for parenteral use—intro- 
; = duced approximately eight years ago. 

Sold only in packages of 3—1 cc. vials—15 U.s.P. 

units each. 


Liasorarories, INC. 
30 ROCKEFELLER PLAZA NEW YORK, N.Y. 


LEDERLE EXHIBITS—Golden Gate Exposition, San Francisco, California: PNEUMONIA, booths 43 and 45, Science Building; New York 
World’s Fair: ALLERGY, booth 14, PNEUMONIA, booth 24, Hall of Medicine; A.M..A. Convention, St. Louis, Mo., May 15-19: PERNICIOUS * 
ANEMIA, PNEUMONIA, SCARLET FEVER, booths 201, 202. 
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With Adequate Trectment— 


How 1s Karo Prepared 


Bacteriologically 


INFANT 
FEEDING 

PRACTICE. 
POINTERS 


Answers to 
Physicians’ Questions 


1. Q. What is the composition of 
Karo? 


A. Dextrin . . 50.0% 
Maltose . . 23.2% 
Dextrose . 16.0% 
Sucrose . 6.0% 
Invert sugar 4.0% 
Minerals 0.8% 

(Dry Basis) 


2. Q. What are the properties of 
Karo? 


A. Uniform composition. 
Well tolerated. 
Readily digested. 
Non-fermentable. 
Chemically dependable. 
Bacteriologically safe. 
Hypo-allergenic. 
Economical. 


3. Q. What are the Karo equiva- 
lents? 


A. 1 oz. vol. . 40 grams 
120 cals. 

1 oz. wt. . 28 grams 
90 cals. 
1 teaspoon. . I5cals. 
1 tablespoon . 60 cals. 


Infant feeding practice is primarily the concern of the 
physician; therefore, Karo for infant feeding is adver- 
tised to the Medical Profession exclusively. For further 
information, write Corn Products Sales Company, 
Dept. SJ-5,17 Battery Place, New York City, N. Y. 


In writing advertisers’ please mention VIRGINIA MEDICAL MONTHLY. 


for Infants? 


a is extracted from thoroughly 
cleaned Indian corn. The colloidal solution js 
acidified and treated with superheated steam 
up to a pressure of thirty-five pounds per square 
inch to effect hydrolysis. The pressure is then 
released, the product neutralized, filtered, con- 
centrated and refined. 

Karo Syrup is adjusted to a uniform compo- 
sition, heated to 165° F. and poured into pre- 
heated cans and vapor vacuum-sealed. The 
product itself is untouched by human hands 
from source to completion. This freedom from 
contamination with pathogenic organisms is a 


determining factor in superior infant nutrition. 
Infants Thrive 
ON 
Karo Formulas 
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In DEPRESSIVE STATES, Benzedrine 


Sulfate Tablets will often produce a sense of increased energy, mental 
alertness and capacity for work, but should be used only under the 
strict supervision of a physician. In depressive psychopathic states, the 


patient should be institutionalized. 


The following articles, selected from an extensive 
bibliography on the subject, discuss the administration of ‘Benzedrine 


Sulfate Tablets’ in depressive states: 


BIBLIOGRAPHY 


Gutrmann, E. —The Effect of Benzedrine 
on Depressive States—J. Ment. Sci., 82:618, 
September, 1936. 


Myerson, A.—Effect of Benzedrine Sulfate 


GutTTMann, E. anp SarGAnt, W.—Observa- 
tions on Benzedrine—Brét. Med. J., 1:1013, 
May 15, 1937. 


on Mood and Fatigue in Normal and in 
Neurotic Persons— Arch. Neurol. & Psychiat., 
36 October, 1936. 


Daviporr, E.—A Clinical Study of the 
Effect of Benzedrine Therapy on Self-Ab- 
sorbed Patients — Psychiatric Quart., 10:652, 
October, 1936. 


Wirsur, D. L.; MacLean, A. R. and 
Auten, E. V.—Clinical Observations on 
the Effect of Benzedrine Sulphate— Proc, 
Staff Meet. Mayo Clin., 12:97, February 
17, 1937. 


Natuanson, M. H.—The Central Action 
of Beta-aminopropylbenzene (Benzedrine) 
—J. A. M. A., 108 :528, February 13, 1937. 


Davivorr, E. Retrenstetn, E. C., Jr. 
—The Stimulating Action of Benzedrine 
Sulfate—J.A.M.A.,108:1770, May 22, 1937. 


Woottey, L. F.—The Clinical Effects of 
Benzedrine Sulphate in Mental Patients 
with Retarded Activity—Psychiatric Quart., 
12:66, January, 1938. 


Anperson, E. W.—Further Observations 
on Benzedrine—Brit. Med. J., 2:60, July 9, 
1938. 


Brinton, D.—Nervous Diseases—Benzed- 
rine Sulfate—The Practitioner, 139:385, Oc- 
tober, 1937. 


Report or THE CouNnciL ON PHARMACY AND 
Cuemistry—The Present Status of Benzed- 
rine Sulfate—J.A.M.A., 109:2064, Decem- 
ber 18, 1937. 


Report or THE CouncIL ON PHARMACY AND 
Cuemistry (Announcement of Acceptance) 
—J.A.M.A., 111:27, July 2, 1938. 


BENZEDRINE SULFATE 


‘TABLETS 


Each ‘Benzedrine Sulfate Tablet’ contains amphetamine sulfate, 10 mg. (approximately ¢ gr.) 


In writing advertisers, please mention VIRGINIA MEDICAL MONTHLY. 
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THE JEFFERSON MEDICAL COLLEGE 
OF PHILADELPHIA 


THE ONE HUNDRED AND FIFTEENTH ANNUAL SESSION BEGINS 
SEPTEMBER 20, 1939, AND ENDS JUNE 7, 1940. 
FOUNDED 1825. A chartered university since 1838. Graduates 16,447. 
FACILITIES: Modern, well-equipped laboratories; Curtis Clinic; Daniel Baugh Institute of 


Anatomy; Department for Diseases of the Chest; Jefferson Hospital; teaching museums and free 
libraries; instruction privileges in three other hospitals. 


ADMISSION: A college degree based on four years of college work including certain specified 
science and language courses is required. 


For full information, address The Dean, The Jefferson Medical College, Philadelphia, Pa. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL | 


(Organized 1881) 


(The Pioneer Post-Graduate Medical Institution of America) 


PLASTIC REPARATIVE SURGERY 
EYE, EAR, NOSE treatment; pre-epetative preparation; 


esthesia; operative technique; dressings; 
operative care; with special reference to utiliza- 
AND tion of the skin and other tissues in correction 
of disfigurement and replacement of loss, con- 

genital or acquired. Operations on the cadaver. 
THROAT Particular attention is given to lectures. studies 
and demonstrations of advances in surgical anat- 
omy, pathology, etc., with special reference to the 
problem actually under consideration. 


For Information Address 


MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, New York City 


GRADE A PASTEURIZED VITEX VITAMIN D MILK 


With 400 U. S. P. Units From Codliver Oil 
Added Per Qt. By Vitex Process 


ROANOKE’S MOST MODERN DAIRY 


DIAL 5501 
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PHYSICIANS CASUALTY ASSOCIATION 


= HEALTH ASSOCIATION 
| ACCIDENT-SICKNESS 
INSURANCE 
For Ethical Practitioners Exclusively 
Tee 
$5, 000. 00 accidental death $33'00 
fied | 25.00 weekly indemnity, accident and sickness per year 
JOHN MARSHALL | ff $19,000.00 accidental death, 
—— “Franklin at Fifth” 
For 
RICHMOND H $15 000. 00 accidental death sickness re 
“Overlooking the Square” 37 years under the same management 


8 5.60 6.40 7.00 9.00 12.40 _Two — Course in 
Surgical Technique with practice on living tissue; 
12 “ 8.25 9.45 10.80 13.50 19.90 Clinical Courses; Special Courses. Courses start 
16 8.55 10.15 11.65 14.90 21.25 con 
‘6 GY NECOLOGY—Two Weeks Course June 5th an 
20 10.50 12.50 14.20 17.40 26.00 October 9th. Two Weeks Personal Course June 
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A CLINICAL STUDY OF THE THERAPEUTIC USEFULNESS OF 
MANDELIC ACID.* 


A. I. Dovson, M.D., 


and 


P. W. OpEN, M.D., 


Mandelic acid is now universally recognized as a 
useful chemotherapeutic agent in the treatment of 
urinary tract infections. As early as 1883 Schatten 
determined that the drug, when fed to dogs, could 
be almost entirely recovered from the urine, yet its 
bactericidal value was only recognized when Rosen- 
heim, searching for a drug similar to betahydro- 
xybutyric acid which, when given by mouth would 
resist oxidation and be eliminated in the urine, dis- 
covered the therapeutic usefulness of mandelic acid. 
Betahydroxybutyric acid had been proved by Fuller 
to be responsible for the bactericidal effect of the 
ketogenic diet, but unfortunately, in addition to being 
difficult to obtain, when given by mouth it is com- 
pletely oxidized in the body. Rosenheim found that 
mandelic acid could be recovered, unchanged, in the 
urine and that in sufficient dosage, it would kill 
bacteria provided the urine was highly acid. 

By laboratory tests Carroll, Lewis and Kappel 
found that mandelic acid in .19 to 1 per cent solution 
in urine with an acidity of ph 5.5 or less was defi- 
nitely bactericidal to the majority of pathogenic bac- 
teria usually found in the urine—the more acid the 
urine the less concentration of the drug required. 
Urine of ph 4.5 would itself destroy most organisms. 
In their experiments, Escherichia Coli and bacillus 
proteus were the most easily killed. Streptococci 
required a more concentrated solution, while Aero- 
bacter Aerogenes and Pseudomonas Pyocyaneus were 
even more resistant. Clinically, bacillus proteus has 
such an alkalinizing effect on the urine that mandelic 
acid is not effective. When treating patients, these 


*From the Urological Service of the Hospital Division 
of the Medical College of Virginia. 

The Mandelic Acid used in this study was furnished 
by the Wm. P. Poythress Drug Company, Richmond, Va. 


Richmond, Virginia. 


workers found the drug helpful in eradicating the 
colon bacillus (escherichia), but decidedly less effect- 
ual when the infection was caused by other organ- 
isms. Edward N. Cook found that the cocci were, 
as a rule, not affected by mandelic acid except the 
streptococcus fecalis, which was usually eradicated 
by its use. 

It is important to remember that mandelic acid is 
ineffective except in highly acid urine. The ph should 
be 5.5 or lower. This is easily determined by the use 
of nitrazene paper and a color chart which can be 
obtained from any druggist. Diminished kidney 
function, obstructive lesions in the urinary tract, 
stones or tumors render the drug less useful in these 
cases. An accurate knowledge of the function and 
drainage of the urinary tract is desirable before 
beginning any type of chemotherapy. This is par- 
ticularly desirable in cases of long standing. 

Mandelic acid has a disagreeable taste and occa- 
sionally produces nausea. These objecticnable fea- 
tures can often be made tolerable by reducing the 
dose and gradually increasing it to therapeutic 
amount. 

A few red blood cells and hyaline casts are occa- 
sionally noted after prolonged administration. These 
evidences of renal irritation rapidly subside when 
the drug is discontinued. Evidence of irritation of 
the liver has been noted in animals given large doses 
of mandelic acid. It is apparent that the drug 
should be administered cautiously in individuals 
known to have deficient function in either the liver 
or the kidneys. 


The dose is twelve grams of the acid daily. It 
is usually administered in the form of a syrup, 
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two fluid drachms four times a day; or an elixir, 
three to four fluid drachms four times a day. 

This report includes forty-two cases of pyeloneph- 
ritis treated with mandelic acid in the hospital divi- 
sion of the Medical College of Virginia. There were 
thirty-three white and eleven colored patients. Only 
four of this group were men, all of whom were white. 
The ages averaged thirty years, varying from ten to 
seventy-one. Patients with complicating diseases of 
the urinary tract that could not be satisfactorily 


corrected by catheter drainage or operation were ex- 


cluded from the study. 

Patients admitted with severe toxic symptoms such 
as nausea, chills and high fever, were treated prior 
to using mandelic acid, by forcing fluids, ca- 
theter drainage and occasionally neo-salvarsan in- 
travenously until toxic symptoms had subsided and 
they could take solid food. The symptoms on ad- 
mission were chiefly chills and fever, pain in the 
lumbar region or right lower quadrant of the abdo- 


I 
TEMPERATURE ON ADMISSION AND DISCHARGE 


TEMPERATURE On ApMission ON DISCHARGE 

105 to 104___ kane 5 0 
104 to 103 eo 5 0 
103 to 102 lial 5 0 
102 to 101_ 6 0 
101 to 100 9 0 
100 to 99 Schade 10 1 

98.6 : 2 41 

TOTAL 42 


men, and frequent and painful urination. Four pa- 
tients complained of nausea and three came because 
of suprapubic pain. On examination, twenty-four 
patients were tender over one or both lower quadrants 
of the abdomen. There was tenderness and muscle 
spasm over the right upper quadrant in one case and 
tenderness over the suprapubic area in two. Forty 
patients had a fever varying from 105° F. to 99° F. 
on admission (Table I). On admission all patients 


Taste II 
NuMBER OF Pus CELLS 
To HicH Power 


CENTRIFUGED URINE Own Apmission ON DISCHARGE 


100 or more 7 18 0 
50 to 100 ‘ 3 0 
10 to 25 10 3 
5 or less 0 21 
None 0 8 


TOTAL 42 42 


had pyuria varying from a few to innumerable cl); 
On discharge, in all except three cases pus had dis. 
appeared from the urine or had been greatly reduced 
(Table II). Although most of the bacteria usually 
found in the urine were encountered in cultures 
Colon Bacilli were predominant (Table III), 


Tasce III 
ORGANISMS ENCOUNTERED 
Nuper 
ORGANISMS OF Cases 
Escherichia Coli a 
Escherichia Coli with Bacillus Alkaligenes 2 
Escherichia Coli with Staphylococcus Aureus 2 
Bacillus Alkaligenes i 2 
Escherichia Coli, Streptococcus and Bacillus Proteus 2 
Escherichia Coli with Aerobacter Aerogenes 4 
Bacillus Proteus 
Streptococcus Hemolyticus, Aerobacter Aerogenes 
and Bacillus Alkaligenes __ 4% 
Bacillus Pyocyaneous ca 1 


Escherichia Coli, Bacillus Proteus, Aerobacter 


Aerogenes 
Staphylococcus Albus 
Bacillus Proteus, Bacillus Alkaligenes 
Escherichia Coli, Streptococcus Hemolyticus 
Escherichia Coli, A. Aerogenes, B. Pyocyaneus 


Escherichia Coli, B. Proteus, Streptococcus non- 
hemolyticus, A. Aerogenes 1 
Culture negative throughout 2 


TOTAL 


Twelve patients required operative or cystoscopic 
treatment. One had bilateral renal calculi removed 
and another had a single calculus removed from the 
right kidney. A nephropexy was done in one cas 
and a strictured ureter dilated in another. In five 
cases the infection was complicated by pregnancy, 
in two of these pregnancy was terminated by hy- 
sterotomy because of excessive toxemia. The acute 
symptoms were controlled in the other three by 
catheter drainage. In one case an appendectomy 
was done and in one a laparotomy for adenocar- 
cinoma of the ovary. One patient was treated with 
radium for carcinoma of the cervix. 

The average stay in the hospital for these patients 
—26.9 days—was prolonged by additional hospital- 
ization necessary for patients with complications. 
The average number of days on mandelic acid was 
nine days. All patients were given an acid-ash diet 
and ammonium chloride until an acidity of ph 52 
was reached before mandelic acid was given; there 


Escherichia Coli, Staphylococcus, Aerobacter 
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after the urine was checked daily for the number of 
pus cells and acidity. 

There were thirteen patients whose urine on ad- 
mission showed a pure culture of escherichia coli. 
In five cases pus disappeared when the urine reached 
an acidity of ph 5.2. Eight patients were free of 
pus when discharged and in six no organisms were 
grown in the urine. (These were all infected with 
E. Coli on admission.) Therefore, one-half of the 
pure E. Coli infections were free of pus on discharge 
“od more than a third had negative cultures. Thirty- 
cne patients were symptom free. Twenty-one of these 
had five or less pus cells to the high power field, 
many of them only an occasional pus cell. The re- 
maining ten showed a definite reduction in the num- 
ber of cells, seven having fewer than ten cells when 
thev left the hospital. Pus cells and bacteria could 
have been eradicated from many of these patients if 
they could have been kept under treatment long 
enough, but for various reasons many of them passed 
from our observation before we were ready to dis- 
charge them. 

A study of Table II, showing the relative pyuria 
on admission and on discharge, gives the best idea 
of the effectiveness of mandelic acid as a urinary 


antiseptic. No other treatment was given these pa- 
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tiests while they were taking the drug. Operative 
and cystoscopic procedures necessary in some cases 
were carried out before mandelic acid was given. 

Three of the forty-two patients were not improved 
The urine of two of these could not be kept acid. 
The results in the other, we could not explain; 
kidney function was good, no organisms were found 
except E. Coli, and the urine remained strongly acid. 

The drug was tolerated well in all of the patients 
of this group and evidence of toxicity, ccensisting of 
casts in the urine, was noted in only one case. The 
casts promptly disappeared when treatment was dis- 
continued. 

ConcLusIoNs: From this study representing a 
small group of patients with pyelonephritis, many 
of whom could not be kept under treatment as long 
as we should have liked, we are of the opinion that 
mandelic acid is a safe drug in the necessary dosage 
and, when an_acidity of the urine is maintained at 
er below ph 5.2, it is very effective in combating 
infections of the urinary tract. It is more effective 
when Escherichia Coli is the sole infecting organism 
and, like all urinary antiseptics, its usefulness is 
handicapped by poor kidney function and obstruc- 


tive lesions. 
Professional Building. 


DESCRIPTIVE 

An excellent word picture of the syndrome, dubi- 
ously called ‘spontaneous subarachnoid hemor- 
thage,” is given by Ayer! “. . . it should be of 
general interest as it must be differentiated from 
traumatic subarachnoid or subdural hemorrhage. 
It may be a cause of sudden death and it does have 
medico-legal importance. Clinically it is a syndrome 
characterized by precipitous, sudden onset with ex- 
treme violent headache, dizziness, nausea and col- 
lapse. There is marked rigidity of the neck and a 
bloody spinal fluid. There may be partial or total 
loss of consciousness, but there is no gross cerebral 
localization. It constitutes, according to Martland, 
*Read before the sixty-ninth annual session of the 


Medical Society of Virginia, at Danville, Va., October 
4-6, 1938, 


SO-CALLED SPONTANEOUS SUBARACHNOID HEMORRHAGE WITH 
TRANSIENT HEMIPARESIS, APHASIA AND PSYCHOSIS—-REPORT OF A CASE.* 


P. G. HaMiin, M.D., 
Cambridge, Maryland. 


2 per cent of sudden deaths and although death may 
eccur within an hour it is never instantaneous. 
Probably 50 per cent of patients recover... .” 
That hemorrhage into the subarachnoid space 
may occur in a variety of conditions is well known. 
Some of the conditions are: cerebral neoplasms, 
especially angiomata; neurosyphilis; various types 
of meningitis; purpura; hemophilia; leukemia; rup- 
ture of a cerebral cyst into the lateral ventricle;‘ in 
malignant or subacute bacterial endocarditis. In a 
case observed by Symonds" an aneurysm of the de- 
scending aorta spread upwards intrathecally and 
ruptured within the cranial cavity and into the 
subarachnoid space. It is interesting to add that 
Freed (Arch. Neurol. and Psychiatry, 39:813, April, 
1938) has observed a case of subarachnoid hemor- 
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rhage in a schizophrenic undergoing insulin shock 
therapy. 

But over and above these there are cases, without 
discernible clinical or laboratory signs of disease, 
that exhibit the findings of the syndrome known as 
“spontaneous subarachnoid hemorrhage.” The adjec- 
tive spontaneous is of hazy qualification as it implies 
a lack of knowledge of etiology and pathology, 
whereas it is generally now accepted that the con- 
dition is due to the rupture of an intracranial aneu- 
rysm or aneurysms. 

Symonds,’ after Froin, says ““We may consider the 
arachnoid membrane as consisting of two layers— 
parietal and visceral. The parietal layer consists of 
a sheet of endothelial cells lining the internal surface 
of the dura mater. The visceral layer consists of a 
thin transparent sheet of connective tissue covered 
with endothelial cells, which upon its external sur- 
face is separate from but lies closely applied to the 
parietal layer; internal to this again is the pia mater, 
which is attached to and therefore follows closely 
the surface of the brain and spinal cord... . 

“The potential cavity lying between the parietal 
and visceral layers of the arachnoid is known as the 
subdural space; that which lies between the arachnoid 
and pia mater is the subarachnoid space. This latter 
space is normally occupied by the cerebro-spinal 
fluid. Although it is a free space in the sense that 
all parts of it communicate with one another, it is 
to some extent broken by the innumerable fine tra- 
beculae passing between the arachnoid and the pia 
mater which support the vessels running therein. 
Through the roof of the fourth ventricle, the sub- 
arachnoid space is in direct communication with the 
cerebral ventricles. In a caudal direction it extends 
as far as the first or second sacral vertebra. In this 
space blood may readily gain entrance from four 
different sources. 

1. “An effusion originating within the subdural 
space (as commonly from traumatic laceration of the 
veins leading from the cerebral cortex to the great 
sinuses) may rupture the visceral layers of the arach- 
noid membrane and gain entrance to the subarach- 
noid space in this wise. 

2. “A hemorrhage into the superficial parts of the 
nervous substance may break through the pia mater 
into the subarachnoid space. 

3. “A deeply situated cerebral hemorrhage may 
rupture into one of the ventricles and thence the effu- 
sion may find its way into the subarachnoid space 


through the roof of the fourth ventricle (this and the 
preceding variety have been referred to by Froin as 
examples of cerebro-meningeal hemorrhage), 

4. “The hemorrhage may be derived from one of 
the vessels lying in the subarachnoid space itslf 

Ayer! felt that spontaneous subarachnoid hemor. 
rhage belongs usually to the latter group and that i 
involves the rupture of an aneurysm or aneurygn; 
of one of the vessels of the circle of Willis or some 
vessel contiguous thereto. He advances most gp. 
vincing evidence, anatomical and mechanical, t) 
support this thesis. 

HISTORICAL 

Symonds? and Ohler and Hurwitz* review the his. 
tory of the syndrome. Wilks,” of Guy’s Hospital 
London, in 1859 described the post-mortem findings 
in four cases. 

Gintrac* in 1869 was able to find thirty-four cases 
in the recorded literature. Bramwell® in 1886 wrote 
a most interesting account describing the clinical and 
post-mortem findings in a case caused by rupture of 
an aneurysm of the left internal carotid at its ter. 
minal portion at the base of the brain. The intro 
duction of Quincke’s lumbar puncture in 1891, 
coupled with Froin’s observations on the spinal fluid 
in 1903, did for the recognition of subarachnoid 
bleeding what the general use of the Roentgen my 
has done for the recognition of Paget’s disease of 
the skull—miade it a matter of easy accomplishment. 

One of the earliest of American writers on the 
subject was Samuel Leopold, of Philadelphia, who 
published an account in the Journal of the American 
Medical Association in 1914. Symonds’ masterly 
monograph was published in 1924 and Josephine 
Neal’s observations in 1926 (J.A.M.A., Vol. 4). 

In the nine years from 1929 to 1937 inclusive, 
there were some fifty-seven different communications 
under the heading “Spontaneous Subarachnoid Hen- 
orrhage” in the recorded literature. These embraced 
reports of perhaps between two and three hundred 
cases. These reports came from all sections and 
many States of the Union as well as foreign countries. 
S. D. Blackford? of the University of Virginia tr 
ported four interesting cases, one with autopsy and 
histological studies, to this Society at its annudl 
meeting in 1931. 

During the nine-year period referred to, besides 
reports from the United States, many came from 
Canada, Australia, the British Isles, New Zealand, 
India, Italy, South America, Germany and Japal. 
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4 close scrutiny of these, however, indicates clearly 

that some were cases of subarachnoid bleeding oc- 

curring in other conditions rather than the strictly 

so-called spontaneous subarachnoid hemorrhage. 
CasE REPORT 

A white male, twenty-eight years of age, who had 
been seen separately by two competent practitioners, 
in the first instance about forty hours before admis- 
sion, in the second about twenty-four hours, was 
received at the Eastern Shore State Hospital, on 
March 21, 1938, at 7:30 P. M. Both physicians 
thought the patient drunk. 

At the time of admission the man was restless, 
slightly resistive and mentally confused. Blood pres- 
sure was 140/100. Pupils were small, measuring 
approximately 3 mm. each; they reacted to electric 
light stimulation. When the flashlight was thrown in 
his face the patient showed definite irritability, 
frowned and turned his head away. He was thor- 
oughly dehydrated; the tongue was coated and the 
breath foul. He reacted acutely to light and noise, 
moaning and groaning as he was being examined on 
admission. The nutrition of the body was good; 
there was slight cyanosis of the lips, and constant 
groaning and gritting of the teeth. There was air 
hunger, manifested by vawning. 

Family History: Since the patient’s illness it has 
been reported that the father is in critical condition 
with carcinoma. The mother is a high strung emo- 
tionally unstable woman who seems in good physical 
health. A paternal aunt was for many months con- 
fined to a state mental hospital but is said to have 
“recovered one hundred per cent.” A sister of the 
patient is a precocious girl of twelve years who seems 
physically robust. 

Past Personal History: The patient was a forceps 
delivery—born at home. No untoward symptoms 
noted after delivery in mother or child. He gradu- 
ated in the high school of a town of about ten thou- 
sand inhabitants. Occupation, clerk in drug store. 
All of 1937 he is said to have felt badly—‘just 
dragged along.” During that year he took one-half 
pint of whiskey daily. In August, 1937, he became 
ill on the beach (perhaps, though not definitely, had 
nausea and vomiting). For a period of five hours 
he talked and behaved irrationally. He recovered 
and returned to work within forty-eight hours. He 
complained frequently of discomfort in the head and 
headache during the year. During 1937, his weight 
advanced from 130 to 170 Ibs. (At the time of his 
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admission to hospital he appeared to weigh 145 lbs.). 
About four weeks before the onset of his present ill- 
ness he is said to have had “his sinuses drained” by 
a physician. 

Present Illness: The patient was in his usual 
health until Saturday night, March 19, 1938. In the 
evening of that day he went riding with his fiancee 


and returned to her house at midnight. The girl got 


out of the car on her side and the patient stepped 
out on his. According to her account, as he stepped 
to the street he began to unbutton his shirt collar. 
He then took off his coat, tie and vest and climbed 
back into the rear seat of the car. The girl greatly 
puzzled and frightened by his behavior snapped on 
the dome light of the car, and saw him stretched 
limp on the seat with “his eyes rolled back and 
froth coming from his mouth.” He appeared un- 
conscious and made no response to her efforts to 
arouse him. 

She drove him to the doctor’s office. He vomited 
several times on his way, a journey of perhaps six 
or eight miles. The physician, knowing that for 
sometime he had been drinking habitually, is said 
to have told the fiancee that his condition was due 
to liquor, to take him home and let him sleep it off. 
He was then driven four miles out in the country 
and put to bed. His bowels moved during this ride. 

He remained at home during the early hours of 
Sunday morning, all during the day Sunday, Sunday 
night, and Monday. He was brought to the hospital 
at 7:30 P. M. Monday. During this period at home 
he took no solid nourishment and only a small quant- 
ity of liquids. He slept fitfully. His mother stated 
that he had five convulsions; that these did not in- 
volve the muscles of the limbs but were manifested 
by quivering of the eyes and the muscles of the face. 

Course in Hospital. March 22.—Patient took 
about 900 cc. of orange juice, milk and water during 
the day. He had three light (facial muscle) con- 
vulsions during the day. The face drooped on the 
right side; pupils reacted to light; there was a left- 
sided Babinski and rigidity and retraction of the 
neck. 

The writer was hurriedly summoned to the ward 
at 3:45 P. M.; the attendant reported the pulse at 
128 per minute and the general condition alarming. 
The writer arrived on the ward within ten min- 
utes: heart action was found to be seventv-two (with 
stethoscope). The patient’s general condition was 
such that it was decided to give him 50 cc. of 50 
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per cent intravenous glucose and to do a spinal tap. 
The spinal subarachnoid space was easily entered 
and bloody spinal fluid (well mixed) was obtained; 
The fluid continued bloody until the needle was with- 
drawn. Between 15 and 20 cc. of fluid was removed 
—this rather large amount because of increasing 
evidence of cerebral compression. There was no 
manometer available and the pressure was not de- 
termined, but judging by the rate of flow, it was 
manifestly much increased. There was a light seizure 
about twenty minutes after the puncture. The urine 
showed specific gravity of 1014, contained no sugar 
and only a very faint trace of albumin. Ophthal- 
moscopic examination of the fundus showed definite 
papulo-edema on the left, none on the right. 

March 23.—A brief neurological examination of 
the patient was made. It was thought wiser not to 
subject him to prolonged routine neurological ex- 
amination in view of the convulsive movements. The 
right pupil measured 3 mm., the left 2 mm. Babin- 
ski’s sign present on right, a normal plantar response 
on left; the knee jerks were abolished on both sides. 
During the examination the patient had a slight at- 
tack in which there were tic like movements involv- 
ing particularly the muscles on the right side of the 
face. It was of short duration lasting not more than 
three or four seconds. There was no ankle klonus 
on either side; tendon reflexes of the upper extremi- 
ties were active, particularly on the right side. Re- 
action of the pupils to light present, but not complete; 
neck muscles were rigid. The patient was semi- 
stuporous during examination. Kernig’s sign was 
present on both sides. Frequently the patient put his 
hand to his head as though in pain, and ever since 
admission he has reacted bitterly to movements of 
the head, neck and shoulders; obviously there was 
pain on manipulation of these parts. 

March 24.—The patient had a great number of 
seizures today; these involved the muscles of the face. 
They lasted only a few seconds at a time (five to 
ten seconds). 

March 25.—The patient showed a definite weak- 
ness of the right side of the face as evidenced by the 
ironing out of that side and by his failure to retract 
the mouth on that side equally with the left side. 
Today he was cooperative, the partial stupor had 
disappeared and an aphasia presented itself. The 
patient groped for the right word and at times could 
merely utter syllables. This was particularly evi- 


_dent at times of excitement or emotional stress. 
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Jargon speech was present; paraphasia. He couldn't 
name objects shown him, neither did he name ob- 
jects felt, heard or tasted. Alexia and agraphia pres. 
ent but incomplete; he appeared to read a little yer 
poorly and could write very poorly. His intelligence 
was affected somewhat; at first he could not under- 
stand orders or carry out the simplest commands 
but this feature improved very rapidly. There was 
possibly some transitory ataxia in right upper ex- 
termity, but this was of short duration. Astereogno. 
sis and sensory state were not determined, Heni- 
anopsia, if present, was not discovered. He showed 
a weakness (paresis) but not a_ paralysis of the 
right arm and to a very slight extent of the right 
leg. 

By April 9th, the patient had shown steady pro. 
gressive improvement. His aphasia was clearing up, 
muscle power in face and arm was rapidly returning: 
right leg appeared entirely normal and there was p 
disturbance of gait. He complained of occasional 
headache. He was a little emotional but apparent; 
entirely oriented and showed no disturbance of sen- 
sorium. Fever which attained a maximum elevation 
of 101 degrees F. and daily averaged during the 
febrile stage approximately 100 degrees F., returned 
to normal on March 31st. 

The first spinal puncture was done on March 22nd, 
when the patient had been in the hospital about 
twenty hours. The indication was the evidence oi 
increasing cerebral compression. The fluid contained 
much free blood. The second puncture was done on 
March 24th, at 8:00 A. M. It, too, contained much 
free blood. The third was made on March 30th; 
the fluid was xanthochromic. The fourth and las 
puncture was done on April 4th; the fluid was en- 
tirely clear. Unfortunately the only culture on the 
fluid was contaminated by staphylococcus aureus. 
Spinal fluid Wassermann was twice reported negi- 
tive; blood Wassermann was also negative. 

At the time of the first spinal puncture, diagnosis 
of probable “spontaneous subarachnoid hemorrhage” 
was considered on the basis of the history of the 
acute onset, the presence of the meningeal syndrome, 
and the finding of free blood in the subarachnoid 
space. There was no evidence of peripheral arterio- 
sclerosis nor cerebral arteriosclerosis in the eye 
grounds. There was moderate but not marked hy- 
pertension (systolic 150, diastolic 100.) Syphilis 
was later excluded on the basis of the negative blood 
and spinal fluid Wassermann reports; meningiti 
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was excluded on the type of fever and the clinical 
course. 

The patient was paroled home on a convalescent 
satus on April 16th. His aphasia had greatly im- 
proved, his gait was normal; there was very slight 
weakness of the right arm; no noticeable facial asvm- 
metry. He seemed mentally clear and in good spirits. 

On April 28th, the patient visited the hospital at 
his own wish. His only obvious defect seemed to be 
the remnant of his aphasia. In conversation with 
the hospital superintendent, he attempted to describe 
the activities of the then brisk strawberry season. 
“They are little round ones and they can them.” 
He was then asked “Do you mean strawberries 7” 
He replied “Yes.” Further he said, “I am anxious 
to go crabbing; no (with vexation), that is not what 
I mean.” “Do you mean fishing?” he was asked. 
“Yes” was his reply. He seemed happy and men- 
tally alert and exhibited a sort of smiling euphoria. 

On July 31st, the patient again visited the hospital 
at the request of the writer who was then preparing 
this case report. At this time there had been a change 
of mood. His affect alternated between a smiling 
euphoria and a depression of spirits with mild sus- 
picion. There seemed to be some deterioration of or 
loss of personality; there was also great fabrica- 
tion. He told “tall tales” of his former prowess as a 
detective and the money he had made on various 
cases. A report was received that he had threatened 
his fiancee with shooting for her and suicide for him- 
self. It was stated that he was very jealous of her. 
It was ascertained that shortly after this visit to the 
hospital he typed or had typed a letter on the hos- 
pital letter-head, which he secured in some mysteri- 
ous manner, stating that he was mentally all right. 
To this the writer’s name was forged. It is difficult 
(and hardly necessary) to make this patient’s psy- 
chosis fit into any of our nosological tables. It would 
probably be just to say that it is a Korsakoff’s syn- 
drome. This psychosis is commonly seen, and its 
prognosis is said to be good in subarachnoid hemor- 
thage.® 


COMMENT 

“Spontaneous subarachnoid hemorrhage” (so- 
called) is properly. restricted to cases of subarach- 
noid bleeding due to rupture of an intracranial 
aneurysm or aneurysms, usually in young people, 
most frequently in young adults. (Symonds’ cases 
averaged thirty years, Josephine Neal’s, twenty-seven 
years). 
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The causes of the aneurysm and its rupture have 
been very obscurely understood until rather recently. 
The accumulation of adequate necropsy records with 
careful gross and_ histological observations has 
served to put the conception of the syndrome on a 
much sounder pathological basis. Inborn defect of 
cerebral vessels with breach of the media” near the 
point of juncture of either a normal or an anomalous 
vessel, cerebral arteriosclerosis which may exist in 
young people without demonstrable peripheral ar- 
teriosclerosis or marked hypertension, are advanced 
as factors. Defect of the internal elastic lamina was 
found in the wall of the aneurysmal sac by Karmally 
and Manohar.® Syphilis, strangely, is practically 
never the cause of cerebral aneurysm though it causes 
96.2 per cent of aortic aneurysms (Fernsides).’ 
Ohler and Hurwitz’ reported twenty-four cases of 
spontaneous subarachnoid hemorrhage in all of which 
the blood and spinal fluid returned negative Wasser- 
mann reactions. 

Ayer! makes out a good case for special structural 
and mechanical factors operative in the circle of 
Willis as most frequent causes. He mentions, too, 
the possible role of previous trauma. 

Of the importance of the condition it suffices to 
say that it constitutes one-fifteenth of all cerebral vas- 
cular accidents (including hemorrhage and throm- 
bosis) and its incidence is about that of subacute 
bacterial endocarditis. It has been confused with 
diabetic and uremic coma. 

CONCLUSIONS 

1. A case of so-called spontaneous subarachnoid 
hemorrhage is reported in a white male of twenty- 
eight years. The patient in addition to the sudden 
precipitate onset, meningeal syndrome and bloody 
spinal fluid, had a hemiparesis‘ and an aphasia! 
from which he recovered, only to develop a psychosis 
some eight or ten weeks after the initial onset.° 

2. It is known that more than one vascular acci- 
dent is frequent, and there is presumptive evidence 
that this patient had a previous attack in August, 
1937. 

3. In view of the opinion of at least one informed 
observer! on the roll of antecedent, though remote, 
trauma, the question of the importance, if any, of the 
forceps delivery arises in this case. 

4. Another question that arises is:—What role, if 
any, did the imbibition of an half pint of whiskey 
daily for a year, play in the production of the hemor- 
rhage? Was the use of alcohol symptomatic of un- 
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derlying cerebral difficulty? Was it causative, or 
was it incidental? 
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Discussion 


Dr. O. B. Darpen, Richmond: First of all, I wish to 
commend Dr. Hamlin for bringing to our attention this 
important subject and for his clear presentation. He has, 
in fact, covered the ground so well that there remains 
little else to be said. While he had little to say about 
his own part in the diagnosis in this particular instance, 
I think he deserves considerable credit for reaching his 
conclusions so readily. One patient in the series reported 
by Blackford was at first considered an alcoholic, but 
further observation revealed the actual condition. Too 
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often we think of the alcoholic as “another drunk” and 
willingly let our medical curiosity about our patient 
dwindle to an unwholesome indifference. Alcohol May be 
a terrible monster, but I believe it is a bitterly maligned 
substance and has been indicted for many things for which 
it was not responsible. In this particular case the ques- 
tion arises as to what causal role it played in the patient, 
condition. It seems to me it might be thought of negs. 
tively in the same way as the essayist dismissed traym; 
as a causative factor. Many other conditions are found 
in those who drink excessively and only by a thorough 
diagnostic survey can these conditions be disclosed, 

Spontaneous subarachnoid hemorrhage is probably not 
so rare as we might think. Careful investigation with 
the condition in mind may disclose the fact that we haye 
been missing some that come under our observation. |; 
would seem that local pathology from some pre-existing 
condition might account for some of these hemorrhages, 
Encephalitis or meningitis might bring about changes in 
the vessels themselves or in the under surface of the dura 
that might be conducive to hemorrhage under proper con- 
ditions. Vomiting or straining might lead to a venous con- 
gestion with subsequent increase in arterial tension suff- 
cient to cause the rupture of a diseased vessel in the 
subarachnoid space. Likewise hypertension with arterial 
changes might be the underlying pathologic change lead- 
ing to hemorrhage when additional stress or strain js 
placed upon the damaged arterial wall. These changes 
might weaken the wall as the aneurysms emphasized by 
Dr. Hamlin. 


As to treatment, I believe everybody is agreed upoi 
the efficacy of repeated spinal punctures for relief of 
mechanical pressure and meningeal irritation. A fifty 
per cent solution of glucose might be used at times to 
lower spinal fluid pressure. A note of warning should be 
given here, however, as to the danger of too rapidly lower- 
ing spinal fluid pressure. It seems that it would be possi- 
ble to facilitate bleeding by a too rapid and too profound 
lowering of pressure, particularly in the early stages. 
The diagnostic and the therapeutic value, however, de- 
mand it. Caution should be used. Ice caps to the head 
and sedatives might be of some benefit in the relief of 
headache and restlessness. 

Dr. HAMLIN, closing the discussion: In five thousand 
and some odd head autopsies at the London Hospital one 
in every 125 had intracranial aneurysms. We know that 
syphilis causes about 96 per cent of thoracic and aortic 
aneurysms, but it seems never to cause intracranial 
aneurysms. Ohler and Hurwitz reported twenty-four cases 
of subarachnoid hemorrhage every one of which had nega- 
tive Wassermann reactions on both the blood and spinal 
fluid. All of these cases of the strictly spontaneous 
(so-called) type of subarachnoid bleeding appear to occur 
in young people; the average of one series ( Josephine 
Neal’s) being twenty-seven, and in another (Symonds) 
thirty years of age, I think. 
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TREATMENT OF HEMANGIOMAS AND LYMPHANGIOMAS IN 


INFANTS AND 


CHILDREN.* 


Frep M. Hopnces, M.D.., 
L. O. Sneap, M.D., 


and 


R. A. Bercer, M.D., 


Nevus, the broad term including most of the con- 
genital malformations of the skin, was classified by 
Fraser under two distinct pathological groups. The 
first group included the lesions having a distinct 
epidermal origin such as the pigmented nevus and 
the pigmented nevus with hair. The second group 
were those of the mesodermal origin which con- 
sisted chiefly of the hemangiomas and lymphangio- 
mas. It is this latter group with which we are con- 
cerned in this paper. 

It is interesting to note that aside from their 
pathological characteristics these tumors also have 
distinct gradations of radio-sensitivity. The first 
group is relatively resistant, while the second group 
are radio-sensitive providing the treatment is given 
early. 

It has just been mentioned that these lesions 
should be treated early. The appeal cannot be made 
too emphatically for active therapy to be started at 
the earliest date possible. At this stage they are the 
most sensitive to the radiant energies. Also in the 
early stage they are in their active growth period. 


_ *Read before the sixty-ninth annual session of the Med- 
ical Society of Virginia, at Danville, Va., October 4-6, 1938. 


Case 1, 
of age. 


Richmond, Virginia. 


Fig. 1.—Multiple lesions on back, scalp and arm. Child four months old when first seen. Lesions first noted at two weeks 


The initial radiation applied retards the active grow- 
ing elements. 

Theories have been advanced regarding the eti- 
ology of hemangiomas. Prenatal influence has not 
been satisfactorily proven. Hereditary transmission 
has few enthusiasts. Lymphangiomas, particularly 
the hygroma type, arise from “lymphatic rests or 
remnants of the primitive jugular sacs, and lymph 
vessels are formed without sufficient communication 
with the larger vessels in the particular area in- 
volved. Later this gives rise to large cystic lymph 
tumors.”’ 

From the pathologic-anatomical viewpoint there 
are gradations of radio-sensitivity within the group 
of mesodermal lesions. This sensitivity varies di- 
rectly with the age and duration of the lesion. In 
turn, the cosmetic end result varies with the time 
element involved. 

The “capillary form” or port wine hemangioma 
histologically presents a picture of a closely lying 
network of capillaries which are made up of well 
differentiated endothelium bound together by a light 
connective tissue stroma. They are situated in ‘the 
superficial layers of the skin, most usually flat and 


Fig. 2.—Radium treatment given between April, 1935, and November, 1936. Hair in scalp was destroyed before treatment 


was started. Scars now soft and pliable. 
rie 3.—Hemangioma on arm is practically normal. 
ig. 4.—Hemangiomas on back have practically disappeared. 
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flush with the surrounding skin. Most of them oc- 
cur on the head or neck and remain fairly unilateral, 
rarely crossing the midline. They are covered with 
a thin layer of epithelium and have within them 
little or no hair. Because of the thin tissue covering, 
the red-violet color is produced by the closely de- 
veloped vascular channels. Pressure over this area 
produces a blanching. 

There is another form of capillary hemangioma 
in this group, much less pronounced in its charac- 
teristics. It apparently arises from a central capillary 
with stellate and serpentine branches extending out- 
ward. They seldom progress beyond their initial 
stage, and for that reason may not have to be trea‘ed. 
These are more common at birth. 

The capillary hemangiomas or port wine stain are 
the most difficult to treat from the radiological as- 
pect. If treated in the first year of life the radia- 
tion response may be good and a cosmetic result of a 
pleasing effect may be obtained. Beyond the first 
year of life they are radio-resistant. Their size als» 


Case 2. Fig. 1.—An untreated hemangioma on the scaly which 
became infected. There is no hair in the lesion. 
Fig. 2.—After roentgen irradiation the infection and lesion 
subsided, leaving a soft smooth scar. 


influences the end result. Usually they are too large 
to employ a single radium applicator necessitating 
the division of the lesion into zones for therapy. In 
this case, despite due care, unevenness in the end re- 
sult is apt to occur. Then, too, the undérlying 
telangiectasia, not altogether visible in the early 
stage, may become pronounced, although not ampli- 
fied, when the primary color is beginning to fade. 


The cavernous form of hemangioma or ordinary 
strawberry type of birthmark is not usually noticed 
at birth, appearing more often about one to six weeks 
after birth. It starts as a small red-violet skin blemish 
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and grows rapidly in the first few months. 7h, 
lesions are variously elevated above the surrounding 
skin, covered by a thin layer of epidermis, and may 
or may not be lacking in hair or hair follicles. In 
the early stage of development those on the scalp 


normally contain a normal amount of hair. The 
deeper situated type is covered by more or less pop. 
mal skin with little difference in color. 


Case 3. Fig. 1.—Child fourteen months old with a hemangioma 
involving the mucous membrane of the lip. Treatment 
without danger of infectior* must be used here. 

Fig. 2.—After six radium treatments between April, 1936, 
and March, 1937, there has been marked improvement which 
wceuld have been better if the treatment had been given 
earlier. 


Histologically the cavernous hemangioma is of 
two types, the superficial and the deep. Both are 
structurally alike, consisting of blood spaces lined 


with endothelium more or less embrvonic in char- 
acter, some of which show mitotic figures. The vas- 
cular spaces are supported by varying amounts of 
connective tissue elements, chiefly fibrous tissue. The 
form of radiant energy in this group varies with 
the lesion. As a rule radium rays are most applic- 
able to the superficial variety. The deep respond 
to roentgen rays, followed, if necessary, by radium. 
In the former their accessability makes them amen- 
able to the lighter filtered small doses of radium. 
The latter group requires more penetrability; there- 
fore, filtered roentgen rays and more heavily filtered 
radium rays are required. In either instance the 
sooner the treatment can be started the more certain 
is the final result, effectually and cosmetically. 
Lymphangiomas are similar in character to the 
cavernous hemagioma both histologically and in 
other characteristics. They are usually found, # 
birth and increase slowly in size. ‘These, like the 
cavernous hemangioma, respond to the radiant 
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ergies. The size, location and character of the lesions 


determine the type of irradiation to be employed. 


Like hemangiomas, treatment must be started early. 


The sclerotics, such as alcohol, boiling water, 


formalin and the various chemicals, the application 


of carbon dioxide snow, or the coagulation by dia- 


thermy are other methods which may be used in 


treatment. Associated with these are the uncertainty 
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Case 4. Fig. 1—Hemangioma on left wrist first noticed at 
three weeks of age. Treatment started at three months of 


age. 
Fig. 2.—After X-ray treatments followed by radium, lesion 
practically gone in fifteen months. 


of a good cosmetic result and the danger of infection. 
There is also a certain amount of pain. In some 
fairly small, markedly elevated and well circum- 
scribed lesions, surgery is the procedure of choice. 

The effect of radiation on these structures first 
causes a cessation in the active growth characteristics 
of the tumor. This is followed by a change in the 
color of the lesion. The red-violet hue becomes a 
dull flat blue . 

The change in color is due to the effect of irradia- 
tion on the vascular elements. The endothelial lin- 
ing of the blood vessels becomes vascularized and 
degenerated. There is an infiltration of leucocytes 
in the vessel walls with ultimate stenosis of the ves- 
sl lumen. The tumor mass gradua'ly begins io 
subside. This is slow in the beginning. There fol- 
lows a persistent progressive replacement by appar- 
ently normal tissue in the involved area. By em- 
ploying modera‘e doses of the radiant rays no marked 
irradiation reacticn or damage to the surrounding 
structure occurs and the danger of untoward re- 
actions is minimized. 

The length of time for the final result is dependent 
upon: 


1. The age of the lesion to be treated, and 
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2. Its size, location and the extent of its invasion 
in the surrounding tissue. A small lesion on a few 
weeks old infant is more susceptible to irradiation 
than the same type of lesion on a child several years 
older. 

The size of the lesion determines to some extent 
the time required for its subsidence. The large 
lesion offers more difficulty in treatment because of 
the danger of ulceration. Being large, the overlying 
skin is thin and subject to trauma. Damage to the 
surface is frequently followed by infection. Infec- 
tion, however, is no contraindication to irradiation 
treatment. 

There is no danger in early and active therapeutic 
measures. Dangers do occur in inactivity. The 
possibility of trauma and infection is always pres- 
ent in the untreated lesion on small children. Also, 
in postponing the treatment to a later date, with the 
hope in the meantime that the child might ‘‘outgrow” 
the condition, there is always the strong probability 
that it will continue to grow, producing a more serious 


Case 5. Fig. 1.—Child three months old; duration of hemagioma 
eleven weeks. 
Fig. 2.—After radium treatments between June, 1935, and 
March, 1937, lesion faded and regressed. Child now three 
and a half years old; no distortion around eye. 


physical and cosmetic handicap. Then there is the 
danger that a small number of these may be malig- 
nant from the beginning, or, if left untreated, may 
assume sarcomatous characteristics later in life. 
Birthmarks in the early stage of development on 
the scalp or hair growing areas can usually be re- 
moved without damage to the hair follicles. As a 
rule late lesions have already destroyed the follicles 
before they are seen by the radiologist. In this stage 
if the follicles have not already been destroyed the 
larger doses of radium or X-rays that are necessary 
to eradicate the growth will also produce a perman- 
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ent destruction of the hair follicles, leaving a bald 
spot. 

Radium and X-rays exert their influence without 
sensation or pain. All of our cases have been treated 
by the use of the radium plaque or by the heavily 
filtered X-rays. This is carried out as an office 
procedure requiring only short treatment periods 
several weeks apart. In other words, the treatment 
is ambulatory in nature, requiring no hospitalization. 
We do not advocate, except under unusual circum- 
stances, the insertion of radium needles or capsules 
into the tumor mass. This is not without a certain 
amount of danger. It also requires hospitalization 
under close supervision. 


CONCLUSIONS 
1—A brief description of the varicus types of vas- 

cular tumors has been presented. 
2—Our results have shown that early application 
of roentgen rays and radium offer a quicker and a 
more pleasing cosmetic result. From experience we 
know that this is best obtained if the child is treated 

in the first few weeks or months. 
3—Early irradiation causes an immediate cessa- 
tion in the growth characteristics of the lesion and 
gradual regression of its abnormal size and color. 


1000 West Franklin Street. 


DIscussiIoNn 

Dr. Vincent W. ArcuHer, University: As usual, any- 
thing coming from Dr. Hodges, Dr. Snead, and Dr. Berger, 
is well worth listening to, and there is very little to add 
to their paper. 

There are a few points which might be stressed—first, 
the matter of diagnosis, particularly in lymphangiomas. 
In lymphangimoa there is a mass. But not all masses 
in children are benign. We have been struck by this 
because in the last two years we have had two cases 
with puzzling diagnostic features—one was endothelioma; 
the second was lymphosarcoma. Both of these terminated 
fatally. It is important, therefore, to bear in mind the 
possibility of malignant growth in all cervical masses in 
children—they may not be benign. 

Another thing that might be stressed in lymphangioma 
is that there are two types: one is solid, the other is 
cystic. I had the opportunity of getting a kind of pre- 
view of this paper in Atlantic City, and it was brought 
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out in the discussion that the cystic does not respond tp 
radium or roentgen treatment, whereas the solid i. 
respond nicely. 

(At this point, Dr. Archer showed a number of jp. 
teresting slides illustrating the treatment of lymphangiomas 
and hemangiomas in the University of Virginia Hospital). 

Dr. Frep M. Hooces, Richmond: I simply want 
strongly emphasize three or four points that haye been 
brought out by the two previous speakers. Practically 
all strawberry type hemangiomas begin as tiny lstens 
They are usually noticed when they are one, two, or three 
millimeters in diameter. In these cases good results 
should be gotten in practically every instance. We get 
histories in which a child one to six weeks of age yi] 
show a little red spot. The most important thing of ll 
for the profession to realize is that these cases should 
not wait. Frequently the family physician—and sometimes 
even pediatricians—will tell them to wait, that the child 
can be treated more easily when it is a little older, 
A child can be treated at ten weeks just as easily as at 
ten years of age. These lesions are radio-sensitive when 
a child is young, and become more and more radio- 
resistant as the child becomes older; not only does the 
treatment involve a larger area, but this area becomes 
radio-resistant as the child grows older. 

The same thing is true of keloids. As you know, er- 
cellent results can be obtained in a young keloid, while 
an old keloid is radio-resistant. 

In cystic-hygromas of the neck X-ray examination should 
be made of the chest. Some of them may have extension 
into the mediastinum. 

In lymphangiomas made up of large single cysts they 
are not radio-sensitive, and if possible should be removed 
by surgery. All others should be treated by either X-ray 
or radium, since a large majority of them are radio- 

sensitive, and good results can be obtained. 

Dr. D. M. FAULKNER, Richmond: May I ask a ques 
tion? Of how much value is irradiation in the deep 
cavernous angiomas in the leg? 

Dr. Bercer, closing the discussion: We purposely left 
out hemangiomas which occur in bone and elsewhere, 
and included only those which appear on the skin. 
Hemangiomas do occur in the spine and long bones, 
liver, and elsewhere. I am not so familiar with hemangio- 
mas occurring in the long bone, but I have had some 
experience with them in the spine. These people go 0 
without symptoms for a long time, and usually when 
they are about twenty-six they begin to have backache 
Treatment of hemangiomas of the vertebral body 
X-ray has given marked relief of pain and symptoms. 

I certainly want to thank Dr. Archer and the other 
discussers. 
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A CASE OF STREPTOCOCCUS MENINGITIS OF 
OTOGENIC ORIGIN WITH RECOVERY.* 


ALLEN T. HAWTHORNE, M.D. 


My purpose in bringing to you a paper on this 
subject is prompted by the following reasons. First, 
up until a year or so ago, cases of streptococcus men- 
ingitis were practically always fatal. To make the 
diagnosis of this condition was practically equivalent 
to giving a hopeless prognosis. Second, although 
cases of recovery from streptococcus meningitis are 
now being rather frequently observed and reported, I 
feel that they still are of enough importance and in- 
terest to warrant reporting. 

Needless to say the marked advance in our method 
of treatment of these cases, and the results obtained, 
have been brought about by the introduction to the 
profession of sulfanilamide. This drug, which is 
chemically para aminobenzenesulfonamide, was used 
in Europe under various trade names prior to its 
introduction in this country as prontylin. During 
the past eighteen months this drug has been used 
to treat various types of infection, and with good re- 
sults in selected cases, but the most startling result$ 
have been obtained in infections due to the strepto- 
coccus, particularly the hemolytic type. So outstand- 
ing, and well-nigh miraculous, have been some of the 
results obtained, that we almost necessarily feel that 
the introduction of sulfanilamide marks one of the 
outstanding advances in modern therapeutics. The 
great danger lies in the fact that its universal, and 
often indiscriminate, use may lead to so many fail- 
ures and highly undesirable results that a really 
worth-while drug may fall into disrepute. 

To illustrate the great efficiency and value of this 
drug, when used in the proper type of infection, I 
present the following case of streptococcus menin- 
gitis of otogenic origin in which complete recovery 
resulted after the use of sulfanilamide. 


REPORT OF CASE 
W.B., male child, age eight, was seen for the first 
time in my office, at 3:00 P. M. on February 9, 1938. 
The mother of the child gave the following history: 
One year ago the child had a bilateral purulent otitis 
media. After treatment, for several weeks, by the at- 


Mien at the meeting of the Virginia Society of Oto- 
oe and Ophthalmology in Williamsburg, May, 


Winchester, Virginia. 


tending physician, both ears cleared up and remained 
dry until the present illness began. Last summer a ton- 
sillectomy and adenoidectomy was done with the hope 
that further otitis would be prevented. Aside from 
this, there was nothing of importance in the past his- 
tory. 

Four weeks prior to February 9, the child devel- 
oped an acute otitis media bilateral. The drums were 
allowed to rupture, and the ears discharged for sev- 
eral days before a physician was consulted. When 
finally the child was taken to a physician, ear irri- 
gations were instituted. After one week, the left 
ear became dry and has remained so since. The 
right ear continued to drain profusely. At times the 
child would complain of some pain in the vicinity of 
the right ear, and in the right temporal region. At 
no time was there any chill, nausea, or vomiting. 
The majority of the time the child had continued to 
attend school, but there were times when the child 
was listless, refusing to play or to take nourishment 
well. On these occasions, he was kept from school. 

My first examination was rather superficial. The 
child did not appear to be acutely ill. He was fairly 
alert, but somewhat cross and resentful while the 
ear was being examined. The right ear was drain- 
ing profusely. There was no foul odor to the dis- 
charge. A smear taken from the ear showed short 
chain streptococci. There was no sagging of the 
posterior-superior canal wall. A satisfactory view 
of the drum could not be obtained. There was no 
swelling or tenderness over the mastoid, but there 
was some tenderness above and in front of the ear on 
deep pressure. The left ear and mastoid were nega- 
tive except for scarring of drum. The throat was 
negative. There was a slight nasal discharge both 
anteriorly and posteriorly. No stiffness of the neck 
was evident at this time. 

I put the child on sulfanilamide gr. V, q.4h, and 
told the mother to continue irrigating the ear until 
the next day, when the child was to be taken to the 
hospital for X-ray examination. At 6:00 A. M. the 
following day the father called to say that the child 
had been very ill all night. The temperature had 
been high, the child had been delirious, and there 
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had been nausea and vomiting. The child also had 
complained of severe headache. The child was ad- 
mitted to the hospital at 8:00 A. M., and X-rays of 
the right mastoid were taken before I saw him. The 
picture showed an acute mastoid with definite de- 
struction of all cells. The temperature was 105, 
pulse 140, and respiration 30. The general appear- 
ance of the child suggested a meningitis. At this time 
I requested Dr. T. A. Gibson, head of the Depart- 
ment of Pediatrics, to see the child. During the re- 
mainder of the time that the patient was in the hos- 
pital, he was practically entirely under the care and 
treatment of Dr. Gibson, and to him I give full 
credit for the satisfactory results obtained. Dr. 
Gibson’s findings were as follows: 

W.B., a well nourished, well developed male child 
of eight years was admitted to the children’s ward 
of the Winchester Memorial Hospital, February 10, 
1938. The child apeared gravely ill with anxious 
facial expression. He lay on his right side with knees 
and thighs flexed and neck hyperextended to a mod- 
erate degree. The skin was smooth, dry, and dis- 
played no evidence of rash. The lungs were physiolo- 
gic throughout. There was no evidence of cardiac 
enlargement. The heart action was rapid, but there 
were no murmurs or arrhythmias elicited. The ab- 
domen was moderately distended; no areas of tender- 
ness; no rigidity; and no palpable masses. The liver 
was not enlarged, and the spleen not palpable. The 
tongue was slightly coated. There were no carious 
teeth. The throat was reddened to a minor degree. 
The right ear was draining profusely. The discharge 
was very thick, but odorless. There was a large per- 
foration in the drum. There was no sagging of the 
posterior-superior canal wall. The mastoid was es- 
sentially negative by inspection and palpation. On 
deep pressure there was some tenderness above and 
in front of the right ear. The left ear and mastoid 
were negative. Externally the eyes showed no ab- 
normality. The pupils were regular, equal, and re- 
acted to light and accommodation. There was no 
strabismus nor nystagmus. The eye grounds were 
negative except for slight blurring of both discs. 
There was no cervical adenopathy. The neck rigidity 
was marked, and there was definite pain on flexion 
extending from the cervical wall into the lumbar 
region. The spine was also rigid. The signs of 
Kernig, Oppenheim, and Babinski, were bilaterally 
positive. All peripheral reflexes were hyperactive. 
A portable flat roentgenogram of the chest failed 


to-reveal any lung pathology. A lumbar puncture 
was done a few hours after admission. The fluid was 
under moderate pressure, and had a ground-glas. ap- 
pearance. The cell count was 3,600 with 86 per cent 
neutrophiles and 14 per cent lymphocytes, There 
was a trace of globulin. A Gram stain of the seqj. 
ment showed the presence of a very occasional shor. 
chained streptococcus, and a culture yielded a satis. 
factory growth of the same organism. The hemo. 
globin was 70 per cent R.B.C. 4,040,000, WBC 
23,000, Polys. 86 per cent, and Lymphocytes 14 per 
cent. The urine was amber, and alkaline. Tie 
specific gravity 1.018, trace of albumin, and no 
sugar. The microscopic showed two or three pus 
cells per high power field; one finely granular cast: 
one hyaline cast; and no red blood cells. 

The child was immediately put on ten grains of 
sulfanilamide every four hours, one-quarter grain of 
phenobarbital twice daily, and the usual suppor. 
tive measures. The following day the temperature 
dropped to 100 F., and the pulse to 110. The spinal 
fluid was clear, cell count 2,200, and continued to 
show the presence of a short chained streptococcus. 

February 12: The general condition of the child 
was such that he appeared almost completely re- 
covered. The spinal fluid contained 1,000 cells, 
with streptococci still present. 

February 13: The spinal fluid contained 421 cells 
The drainage from the ear was markedly decreased 
The general condition was very satisfactory. 

February 15: The spinal fluid contained 380 cells 
One short chained streptococcus was seen by direc 
stain. There was no discharge from the ear. There 
was no swelling or tenderness over the mastoid r- 
gion. The sulfanilamide was decreased on this date 
to twenty grains per day. 

February 16: The child sat up in bed and com- 
plained of being hungry. There was no neck rigidity. 
All of the neurological signs were negative. The 
W.B.C. count had dropped to 11,200, with 77 per 
cent neutrophiles. 

February 19: The spinal fluid contained ninet)- 
six cells, and the Gram stain was negative. 

February 20: The child being somewhat anemic 
and also slightly blue from the sulfanilamide, + 
c.c. of citrated blood was given intravenously. 

February 22: The child was discharged from tle 
hospital on this date. He appeared to be entirel’ 
well. The ear had been dry for several days. He 
continued to take twenty grains of sul fanilamide 4 
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day for the first week after discharge from the hos- 

pital, and then it was reduced to ten grains a day 

for another week, after which it was discontinued. 

He was seen at home on several occasions, and his 
convalescence was uneventful. 
SUMMARY 

1. A case of streptococcus meningitis, which under 

past methods of treatment would undoubtedly have 
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resulted in death, is reported, with complete recovery 


following the use of sulfanilamide. 

2. It is interesting to note that the child’s tem- 
perature did not rise above 100 F. after the second 
day of hospitalization, and that the acute mastoiditis 
completely subsided without operative interference 
following sulfanilamide therapy for meningitis. 


110 North Braddock Street. 


Wan. H. Hicers, M.D., 


Richmond, 


There is probably no disease recorded in medical 


literature which has shown a greater resistance to 
scientific research than chronic rheumatism. Inaccu- 
rate classification, lack of exact knowledge of etiology 
and the poor results from treatment have long been 
discouraging factors in all efforts to conquer this 
malady. 

When it is known, however, that there are almost 
three million chronic rheumatic sufferers in the 
United States of whom over a million have been 
bed ridden at one time or the other there is no greater 
challenge to the medical profession today. Fortu- 
nately in recent years there has been a renewed in- 
terest in solving this problem and intensive studies 
are now being made in practically every medical 
center. 

As stated above, one of the discouraging factors in 
the past is the inaccurate classification of rheumatic 
diseases. We are indebted to the American Rheuma- 
tism Association for removing this handicap and in 


; *Read before the sixty-ninth annual meeting of the Med- 
ical Society of Virginia, at Danville, October 4-6, 1938. 


ATROPHIC ARTHRITIS 


Average age at onset 
Weight Normal or underweight 
Blood Low hemoglobin 


Third and four decades 


Foci of Infection 


0 Usually present 
Morbid anatomy 


(condition of bones) Rarefaction 
Joints involved Any joint in body 
ype | Migratory or progressive 


Appearance of joints 
Special Signs 
Roentgen-ray 
Termination | Ankylosis and deformity 


Periarticular swelling 
Fusiform finger joints 


CURRENT TRENDS IN THE TREATMENT OF CHRONIC ARTHRITIS.* 


| Narrowing and clouding of joint space 


Virginia. 


the future no discrepancies should arise. In view 
of the fact that 75 per cent of the chronic arthropa- 
thies are either chronic hypertrophic or atrophic 
arthritis, this paper will deal with a discussion of 
only these types. 

It is now generally believed that chronic atrophic 
and chronic hypertrophic arthritis are distinct and 
independent diseases, the first being infectious in 
origin and the second being due to traumatic and 
senescent changes. It will be noted roentgenologi- 
cally in chronic atrophic arthritis proliferation of 
synovial membrane, thickening of the joint capsule, 
atrophy of the bony tissues adjacent to the joint, 
partial destruction of the cartilage and often dis- 
location of the articulating bones. In the chronic 
hypertrophic arthritis there may be seen periarticular 
lipping, a narrowing of the joint spaces, an atrophy 
of the cancellous bone close to the joint, and Heber- 
den’s nodes around the terminal finger joints. In the 
atrophic spondylitis there occur irregular calcifica- 
tions of the ligaments which does not usually appear 
in the hypertrophic type. The clinical manifesta- 


HYPERTROPHIC ARTHRITIS 


Fifth and sixth decades 
Usually overweight 
Normal hemoglobin 
Usually absent 


Condensation 
| Chiefly knees and fingers 
| Localized 
| No swelling 
|  Heberden’s nodes 
Lipping of bony margins 
No ankylosis; usually no deformity 


Fig. 1.—Differential diagnosis—chronic atrophic and chronic hypertrophic arthritis. 
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tions of these two diseases are generally distinguished 
without difficulty as outlined in Fig. 1. (Cecil). 
Occasionally a combination of both forms will be 
found in the same individual. 

Assuming that chronic atrophic and chronic hy- 
pertrophic arthritis are dissimilar in etiology, roent- 
genologic findings and clinical course, it is natural 
that the treatment should likewise follow divergent 
lines. 

Therapy: There is a remarkable unanimity of 
opinion as to the management of chronic hypertro- 
phic arthritis. Most observers today are in accord 
with Bennett and Bauer who are on record as stating 
that “there being no evidence favoring infectious, 
metabolic or endocrine theories, these patients should 
not be subjected to wholesale removal of foci, ad- 
ministration of endless sera, or vaccines, endocrine 
therapy, colonic irrigations, hyperpyrexia, weird 
dietary regimens, etc.” 

Given a chance nature will often repair many of 
the cartilage defects with fibrosis. With the knowl- 
edge that true ankylosis does not usually occur, re- 
assurance is one of the most important features of 
treatment; patients must be told that a hopeless life 
of invalidism will not be their fate. As these ar- 
thropathies are prone to develop from trauma, oc- 
cupational or otherwise, removal of this etiologic 
factor is imperative. Obesity being a common source 
of damage to the weight bearing joints should be re- 
moved by dietary measures. Bandages or splints may 
provide special rest for hips or knees and corsets or 
braces for the back. Short periods of rest are useful 
but the joints should be moved through their full 
range of motion frequently. 

Physiotherapy in the form of baking and massage 
undoubtedly relieves much of the pain and is gen- 
erally considered useful by competent observers. 
Aspirin has a most salutary effect on many of these 
patients and should be used freely when other meas- 
ures fail. Not infrequently a low metabolic rate is 
found in this type of arthritis when thyroid adminis- 
tration adds much to their comfort. Although this 
regimen has never cured a case of chronic hypertro- 
phic arthritis, one may expect an amelioration of 
symptoms and a measurable degree of comfort for 
the patient. 

The most noteworthy advance in the understand- 
ing and treatment of this type of arthritis is away 
from the more highly specialized towards the simpler 
procedures as enumerated in the foregoing para- 
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graph. To do more in the light of our present knoy). 
edge is without the justification or sanction of mod- 
ern medicine. 

The assumption that chronic atrophic arthritis 
has an infectious background has stimulated 4 keen 
interest in its etiology as well as its response to many 
therapeutic endeavors. Although the results have 
been largely disappointing, sufficient advance has 
been made to afford a better understanding of the 
problem as a whole. As Pemberton has put it, 
chronic atrophic arthritis is a systemic disease and 
is no more a joint disease than typhoid fever js 
disease of Peyer’s patches. The general breakdown 
often noted in these patients as shown by their loss 
of weight, secondary anemia, fever and other sys- 
temic disturbances bear out this assertion. Without 
taking into consideration the natural history of this 
disease and its tendency to spontaneous remissions, 
many enthusiastic reports have been published only 
to have them refuted by a more careful study of 
other observers. In appraising the value of certain 
remedies it should be remembered that “physicians 
also are liable to fashions” and if any inert sub- 
stance is given long enough a natural remission of 
symptoms may occur. In the words of Hench, “one 
should not be mesmerized by a spa, a local focus, a 
diet, a drug, a vaccine, a short wave therapy or 
physiotherapy, neither should one be foolish enough 
to decry them.” 

Medical literature in recent years has been bom- 
barded by such a varied assortment of baked and 
half baked cures for the rheumatoid individual that 
the practicing physician is left in a maze of doubt 
as to the proper method of procedure in treating his 
arthritic cases. The enthusiasm of both the patient 
and the attending physician for some favorite method 
has undoubtedly muddied the waters of honest et- 
deavor. Sir William Osler once said: “In treatment 
the placid faith of the believer, not the fighting faith 
of the aggressive doubter is our besetting sin.” Itis 
the aggressive doubter who insists that the control 
method of investigation be used. Spontaneous rt 
missions are not uncommon and in deciding whether 
or not improvement has followed a certain course of 
treatment such improvement to be convincing should 
occur shortly after treatment is instituted. 

The first essential in successful treatment of the 
disease is early diagnosis before contractures 
ankylosis have developed. When these late maniles 
tations have occurred the patient rarely can expe 
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Focus of Infection: The role of a focal infection 
in atrophic arthritis has been studied for a sufficient 
length of time to be considered now by most investi- 
gators as a major factor in the etiology of this disease. 
Its judicious removal is generally admitted as a 
rational therapeutic measure in all clinics. Unless, 
however, this operation is carried out early (3-4 
months) the chances of a beneficial result are greatly 
lessened. It must be remembered that some foci may 
be merely an expression of poor health and not the 
cause of it. The fact that its removal is not fol- 
lowed by rapid improvement does not, however, in- 
validate the importance of its eradication. The cur- 
rent trend is towards a more exhaustive search of the 
body for definite evidence of infection although the 
promiscuous removal of doubtful areas is condemned. 
The abundance of satisfactory results often follow- 
ing this single procedure is conclusive proof of its 
efficacy. 

Diet: Many dietary fads have been recommended 
for this disease. They have been exhaustively studied 
by many observers but their much vaunted claims 
have not been substantiated. The low carbohydrate 
values of Pemberton have not met with a popular 
response except in those cases where there has been 
an elevated blood sugar. 

The current opinion of most rheumatologists is that 
although the arthritic patient still wants a special 
diet the disease usually does not need one. Less 
is being written in favor of restrictive diets and 
special food combinations. Halbrook and Hill state 
that the patient does best on that diet which would 
be selected by him if he had no arthritis. If the 
patient is underweight these authors prescribe a high 
caloric high vitamin diet with no limitation of starch. 
A daily minumum of 50-75 gm. of protein should be 
taken. 

Vitamins: At a time when vitatnins are attract- 
ing the attention of many observers it is only natu- 
ral that these substances would be studied in their 
possible relation to the cause and cure of joint dis- 
eases. Rinehart found that vitamin C was uniformly 
lowered in the blood of rheumatoid as well as gonor- 
theal arthritic patients. Small series of these cases 
have been treated with this agent with favorable re- 
sults but without sufficient controls and other checks 
'o attract serious attention. The ingestion of large 
amounts of vitamin D (200,000 units daily) has 
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been recommended by Fletcher who claims that this 
vitamin improves the tone of the colon which in turn, 
by improved elimination, helps in the cure of arth- 
ritis. This work has not been substantiated by others 
except as an aid in establishing a highly nutritious 
diet. 

Sulphur: Cowadias noted that the urine of pa- 
tients with atrophic arthritis contains excessive 
amounts of sulphur. It was later shown that the 
nail clippings of patients with this disease showed 
less sulphur than those of normal persons. Upon this 
basis numerous reports on the curative value of sul- 
phur injections appeared in the medical literature. 
In none of these series were suitable controls set up 
or objective studies of regenerated tissues made. 
The period of treatment is prolonged and this gives 
an opportunity for spontaneous improvement. It 
can not, therefore, be considered a proven form of 
therapy. 

Gold: Many papers from European Clinics have 
appeared recently on this method of treatment. 
Foerstier reported 500 cases of atrophic arthritis 
treated with gold injections of which 50 per cent 
were improved. No controls were used and such a 
report is of limited value. Reactions occurred in 
about one-half of his cases. Although many British 
authors are enthusiastic over its use no formal Ameri- 
can report has been published. It may possibly have 
some value. The mode of action of gold in arthritis 
is unknown. 

Bee Venom: For several generations there has 
been prevalent among the rural population of Euro- 
pean writers and to a less extent in America a be- 
lief that the sting of bees is a cure for rheumatism. 
Many bee keepers claim that their freedom from 
arthritis is due to their occupation. Reports have ap- 
peared from time to time on its use and only recently 
100 patients suffering from chronic atrophic arthritis 
were studied at the New York Hospital by Kroner 
et al. Treatment was carried out over a period of 
one to fourteen months with an injectable form 
of bee venom; seventy-three showed improvement 
(thirty-five were markedly improved and thirty-eight 
were moderately helped). No controls were studied. 
It would seem that bee venom is worthy of further 
consideration. 

Foreign Protein: In a recent review of an experi- 
ence of twenty years with typhoid vaccine injec- 
tions Miller noted that about 40 per cent of the pa- 
tients so treated had been entirely relieved of symp- 


toms after receiving three to five injections given 
every other day. Within a month 50 per cent (of the 
40 per cent) had a return of the disease and most of 
the remainder relapsed within a year. This has been 
the experience of most observers and, therefore, this 
method is rapidly falling into the discard. 

Vaccines: After a perusal of the literature on this 
subject the writer finds himself in the quagmire of 
doubt. When it was reported a few years ago that 
a specific strain of streptococcus could be isolated 
from the blood stream of arthritic patients vaccines 
reached their peak of popularity. Following the fail- 
ure to have this study verified by other observers the 
specificity of the treatment was lost. Subsequent re- 
ports on various vaccines and sera have been pub- 
lished with conflicting conclusions. Comparing the 
results from different vaccines against 2 control series 
Halbrook and Hill were unable to prove this treat- 
ment of definite value. Nevertheless they continued 
to use them in some cases because of the clinical im- 
pression that certain cases were helped. The more 
conservative devotees of this therapeutic measure be- 
lieve that desensitization, not immunization, should 
Reactions should The 
progressively 


be attempted. be avoided. 
best results 
smaller, not larger, doses. One is probably justified 
is stating that a streptococcus strain is responsible for 
Conflicting reports on the 


apparently are 


rheumatoid arthritis. 
specificity of agglutination and even skin sensitiza- 
tion tests of the various streptococcal types leave us 
in doubt as to the selection of a proper vaccine in an 
individual case. In spite of this contradictory evi- 
dence one does gain the impression that vaccines are 
sometimes helpful and should be used in selected 
cases as a supplement to other forms of therapy. 
Physical Therapy: In the treatment of the differ- 
ent types of rheumatic diseases, especially atrophic 
arthritis, physical therapy is widely recognized as 
of supreme importance. There is a growing appre- 
ciation of the justification of this measure, which has 
been neglected in American medicine. Seventy-five 
per cent of arthritic patients questioned by Hench had 
previously consulted various cults because their phy- 
sicians had given them no physiotherapy. While it 
is true that many of the physiotherapeutic measures 
thrive on the credulity of the patient and are, there- 
fore, offensive to the physician, there are certain 
agents which are not without merit in these cases. 
Heat is helpful in proportion to the amount sup- 
plied, whether it is given by hydrotherapy or balneo- 
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therapy, local or general; the response is often grat 
fying and does seem to be an important agent in the 
management of the rheumatic patient. Diathermy 
has been a disappointment in the hands of many, al 
though no control series has yet been published, 


Prevention and Correction of Deformities: 


Ina 
certain number of arthritic patients the prevention 
and correction of deformities becomes the most vital 


point in the management. Too often so-called eo. 


operation between the physician and the orthopedist 


is merely a matter of lip service; to be successful jj 


should be vital and continuous so long as there js 


reasonable hope for improvement. A point that cap- 


not be too often emphasized is that with the com. 
bined efforts of the physician and orthopedist de. 
formities can be prevented by early treatment or can 


be largely corrected once they have occurred and that 


functional use of deformed joints can be restored by 


suitable orthopedic surgical and non-surgical pro- 


cedures. 
Bile Salts: 
the line of modern treatment is the observation by 


The most interesting observation in 


Hench who reported a small series of atrophic arth- 


ritic patients who had remarkable remissions fol- 


lowing an attack of jaundice. Although the respon- 


sible agent and the mechanism whereby it acts are 


as yet unknown, he believes that this phenomenon 
may offer the key to a hitherto unknown therapeuti 


achievement. Thompson and Wyatt have produced 


artificial jaundice by injecting a combination of 
bilirubin and bile salt which had an ameliorating 


effect on the symptoms of atrophic arthritis. Further 


studies along this line will be awaited with interest 
Out of this maze of widely diverging and unrelated 
forms of therapy it is impossible to find at this period 


a middle ground which is not debatable. The most 


important contribution arising out of the present ID- 


vestigations is the refutation of many unscientif 
claims and the establishment of certain fundamental 
factors in the treatment of this stuborn malady. 


One may state without fear of serious criticism 
that the early removal of focal infection, adequate 
rest of the affected joint with suitable measures 0 
prevent ankylosis, a high caloric, high vitamin diet 
augmented by liberal doses of vitamins C and D, the 
application of heat, the prevention of secondary alt 
mia and complete elimination are the cardinal pois 
in the management of the arthritic case. Althougt 
the writer believes that streptococcus vaccines will 
be ultimately discarded, they do seem to help in sam 
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individuals and for the present should be given a 
trial in selected cases. The further evaluation of vac- 
cine therapy depends largely on clinical proof based 
on the choice of which patient may be most likely to 
respond to treatment, on the preferred method of ad- 
ministration and on valid criteria for controlling the 
results. Their routine use cannot be too strongly de- 
precated. 

The other methods enumerated in the foregoing 
paragraphs are experimental in nature and until 
more clinical evidence is available they should not 
be considered in the first line of attack. 

The management of the chronic rheumatic patient 
is one of the most difficult problems in medicine. It 
concerns the specialist in practically every field of 
endeavor, but the successful results—if there are 
any—are due largely to the discriminating wisdom 
and judgment of the physician under whose care the 
patient places himself. To select a judicious thera- 
peutic pathway out of the maze of conflicting theories 
is a task not to be lightly undertaken. The wise 
theumatician is one who combines the uplifting 
qualities of the psychotherapeutist with the discern- 
ing intuition of the well trained family physician 
who wisel\ selects the treatment best suited for his 
patient. 

Medical Arts Building. 


DIscCUSSION 


Dr. JuLIAN M. Rosinson, Danville: Mr. President and 
Members of the Society: The essayist has brought to you 
the fruition of an abundant experience, careful and per- 
sistent study, and a summation of the work that has been 
done in a most difficult subject. In his usual thorough man- 
ner, he has analyzed the question of arthritis, destroyed 
some of our pet theories and shot holes in the rank and 
file of our attack on this stubborn disease. He has cau- 
tioned you against following blindly or unthinkingly every 
fad that appears in literature, and has warned you of the 
pitfalls and by-paths along the way in the course of your 
treatment. To tell us what not to do and present the 
negative side of the picture is equally as important as it is 
tochart the course and note the dangers one may encounter 
en route. 

The pictures you have just seen have served to clarify 
his remarks, if such a thing were needed, and bring out 
more forcibly the differential points between chronic 
atrophic and chronic hypertrophic arthritis from a radio- 
logic standpoint. I wish to discuss briefly that portion of 
the paper you have just heard and seen pertaining to the 
treatment. 

In the chronic atrophic type, a more rational therapy 
has developed as the result of a better understanding of 
the entire situation, namely: It is the patient and not 
Just the joints which must be treated. Individualization 


VIRGINIA MEDICAL MONTHLY 


is the keynote and an understanding is essential when one 
is dealing with a chronic disease requiring prolonged, 
constant care. 


It has been most gratifying to note the added interest 
being shown in the handling of arthritis, as evidenced by 
the great increase in articles bearing on this subject in the 
past two years, 

The work that is being done by the researchers makes 
illuminating reading, and the continuity of these efforts 
commands the admiration of all thinking men in our pro- 
fession. Cases which we were wont to drop after a few 
weeks’ treatment, because of slight or no improvement— 
due in part to a lack of faith—are now being treated 
vigorously, enthusiastically and persistently because we 
feel that, in the end, our efforts will result in considerable 
relief to the sufferer, restoration of function in a fair per- 
centage of cases, and satisfaction to ourselves. 

It is definitely established that the removal of infected 
foci in atrophic arthritis is most essential. It is not that 
this alone will bring about a cure, but it is doubtful if a 
cure can be affected until this is done. This should be 
done on the installment plan, so to speak, and peak-periods 
in the patient's condition should be the time of choice for 
this work. 

I will not attempt, in the very short time allotted for 
this discussion, to take up all of the treatment field which 
has been so pertinently covered by the essayist, but I do 
wish to say something of the so-called newer remedies, 
which have been advanced recently. 

First: Vaccines —The stock vaccines, as popularized by 
Cecil and Burbank, have certainly had a place in the 
improvement of selected cases. On the other hand, it 
may be that, in the hands of conscientious physicians who 
examine their patients regularly and do not simply use 
the vaccines mechanically, the fact that a patient is 
to come to the office once a week for a vaccin: over 
a long period of time—may produce its greatest benefit 
by keeping the patient interested in its treatment and 
returning to the physician regularly, where he might other- 
wise become dilatory. In this way the physician, if he 
cares to do so, has an opportunity of repeatedly examining 
his case and checking changes as they occur. 

In regard to the autogenous vaccines: It is very well 
accepted that definite improvement and benefit come from 
the use of these, and it is felt that wherever a focus of 
infection is removed an autogenous vaccine, prepared 
from that focus, should by all means be used to eliminate 
the infection systemically, which might continue to pro- 
duce toxins, in spite of the removal of the focus, unless a 
vaccine is used. 

Second: Intravenous Medication.—The combination of 
arsenic and vaccine intravenously, as practiced by Wheel- 
don, has shown a decided improvement over the use of 
vaccine alone; and the use of arsenic intravenously in the 
non-syphilitic arthritic patients is becoming accepted more 
and more. 

The use of sulphur, at first used empirically, is now com- 
ing to have a definite place, as it is felt that sufficient re- 
search has been done by several writers to indicate that 
there is a definite sulphur deficiency in the cartilage of the 
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joints in arthritis; that the joints which have a sulphur 
deficiency seem to have a predilection to changes, as a 
result of infection, trauma, dietary indiscretions, etc., 
which the normal joints would not have. This is deter- 
mined by examination of the finger nails, the sulphur con- 
tent of which should run normally from 11 to 13 per cent. 

The formation of histamine which, as you know, is most 
toxic, is the result of a change in the protein metabolism. 
Sulphur combines with this toxic product and it is elim- 
inated. A low cystin content of the finger nails would 
seem to indicate that sulphur has been utilized somewhere 
else; that, if after an exhibition of colloidal sulphur the 
cystin content in the nails is increased, it is evident that 
normal body sulphur is no longer being diverted. 

The use of gold has been recently discussed quite freely 
by Albert Key at the meeting of the American Society for 
the Study of Arthritis in San Francisco and he feels that, 
while the product is a dangerous one if handled indiscrim- 
inately, it can be safely handled by those who are ac- 
quainted with this type of medication and that he gets 
probably at least 40 per cent improvement in cases which 
have not responded to other forms of therapy. 

Third: Vitamins—The use of vitamins has been very 
incompletely investigated, but it is becoming to be ac- 
cepted that the use of vitamin D is beneficial. It is felt 
that, if vitamin D is given, the use of small amounts is of 
no value; that at the beginning of treatment patients 
should receive from 150,000 to 300,000 units per day for a 
period of two to four weeks, and this is then to be grad- 
ually reduced at the discretion of the physician. At the 
present time, the use of vitamin D has been hampered by 
its expense, and it is felt, by the man doing the most work 
on this subject, that the synthetic preparation does not 
compare to the natural one. 

Fourth: Induced Fever—This method, which has gained 
great popularity, probably because of its spectacular effect 
on the patient, produces temporary improvement in some 
cases, but this type of treatment is rigorous and dangerous, 
must be carried out in a department fully equipped to 
carry on such treatment—as the patient must be hospital- 
ized—and has little place in the armamentarium of the 
general physician. 

Fifth: Induced Jaundice——Thompson and Wyatt, in an 
article in the Journal of the A. M. A., October, 1937, gave 
a résumé of thirty-five cases of chronic atrophic arthritis 
treated by this method of hyperbilirubinemia and sum- 
marized their results as follows: 

“Tt was found that the administration of bile salt alone 
was without beneficial effects on the symptoms of chronic 
atrophic arthritis. Bilirubin employed alone similarly did 
not give any beneficial effects. However, the combination 
of bilirubin and bile salt had an ameliorating effect on 
the symptoms of atrophic arthritis.” 

Hench reports that 37 per cent of thirty-one cases 
treated were markedly but incompletely relieved, the aver- 
age remission of symptoms lasting about four months. The 
method at present is apparently in an investigative stage. 

The use of psycho-therapy in the treatment of arthritis 
to improve the depressed condition, which practically all 
of these patients have, as result of their long continued 
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illness and their despondence from incomplete treatment, 
is being most carefully considered by Swaim, of Boston 
who has gone so far—at least privately—as to haye - 
pressed the opinion that the interest of patients in 
such activities as the Oxford Movement has afforded him 
the opportunity to extravert the patient and thereby get 
him to carry on a more rational routine. 

In brief, the treatment of this condition consists of at- 
tacks from many angles and must be based on common 
sense and appreciation of the fact that this is not g joint 
disease alone. We must be careful to evaluate the nu- 
merous remedies that are being brought forward and 
utilize only those which have been proven by time and 
results to have some merit. 


I hope our learned reader of the paper, you have just 
heard, will continue in the role of guide and moderator 
lest in our enthusiasm we lose our perspective and iets 
that the background of these joints is a human being who 
must be protected and preserved. 

Dr. Hicerns, closing the discussion: There are just three 
points which I should like to emphasize, which I did not 
have time for in reading the paper. 


As we know, every doctor now is more or less vitamin- 
conscious, and we really have a feeling of optimism that 
vitamins will do things when everything else has failed, 
Attention was called to the work, first, of Rinehart, who 
found that there was actually a deficiency of vitamin ( 
in the blood of these cases of atrophic arthritis; and ina 
small series of cases given vitamin C he did find some 
improvement. There was no control for this series, and 
as yet there has certainly not been enough work done to 
launch out on vitamin C as one of the major factors, 

Fletcher, I think, advanced the theory of vitamin D in 
arthritis. His theory is a peculiar one. He believed that 
massive doses, anywhere from 150,000 units up to 300,000 
units a day, would improve the tone of the colon, and in 
that way would improve elimination. There has been no 
proof that the colon is the real cause of atrophic arthritis, 
so there is no ground for basing the treatment on the 
improvement of the colon. Though massive doses of 
vitamin D may be helpful in improving the general condi- 
tion of the patient, yet I feel that we cannot base our treat- 
ment upon this. 


The work of Thompson and Wyatt has been extremely 
interesting, and they may hold the key to a puzzle that 
has baffled the profession since the beginning of time. 
You know Hench was the first to notice that in some of 
his cases in which a spontaneous attack of jaundice oc- 
curred the symptoms cleared up sometimes for a period 
of weeks or sometimes for several months. ‘Thompson 
and Wyatt, in their experimental work, have been able, 
by the injection of bilirubin and bile salts, to precipitate 
an attack of jaundice and have used this in the manage- 
ment of their cases. It is possible there is something in 
store for use in this procedure. Certainly it has not as 
yet reached the point where you may go ahead and safely 
use any of these bile-salt preparations at the present 
time. 

Now, as to vaccines. We have gone through the whole 
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gamut of studies in regard to vaccines. A few years 
back, when some of these organisms were isolated from 
the blood stream, it was felt that we had a specific therapy 
for arthritis. Unfortunately this work has not been veri- 
fed, nor has the treatment measured up to our expecta- 
tions. We cannot therefore say that vaccine therapy is 
one of the major treatments; but even such men as Hill 
and others working with him, who ran control tests, using 
these various vaccines along with inert substances, al- 
though unable to prove that any type of vaccine was any 
more helpful than others, yet were able to prove the fact 
that there were certain cases in the series that were un- 
doubtedly improved by vaccine. 

It is my hope and belief that, possibly through some 
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form of chemistry, we shall probably be able to solve 
what up to the present time is extremely confusing. 

Most observers today are in accord with Bennett and 
Bauer, who are on record as stating that “There being 
no evidence favoring infectious, metabolic, or endocrine 
theories, these patients should not be subjected to whole- 
sale removal of foci, administration of endless sera, or 
vaccines, endocrine therapy, colonic irrigations, hyper- 
pyrexia, weird dietary regimens, etc.” 

Sir William Osler once said: “In treatment the placid 
faith of the believer, not the fighting faith of the aggressive 
doubter, is our besetting sin.” 

I am very much indebted to Dr. Julian Robinson for 
his excellent discussion of this subject. 


A survey of the foreign bodies which have been 
removed from the larynx, trachea and bronchi of 
children admitted to the Gill Memorial Eye, Ear, 
and Throat Hospital during the past ten years re- 
veals that in thirty-six instances the foreign body 
was of organic nature. The following types were 
represented : 


Peanuts _____- 1 
Walnuts 

Particle of cocoanut —-_--------- 
Watermelon sted 


This number of cases is small in comparison with 
the numbers which have been reported from the 
larger bronchoscopic clinics in this country; how- 
ever, we feel that the data which we have accumu- 
lated in the study of these cases will prove of im- 
portance to the general practitioner and will contri- 
bute something to the bronchoscopist in the manage- 
ment of these difficult cases. It is my purpose to 
stress the importance of considering every case of 
organic foreign body in the bronchus of a child as 
a potential death. With this thought in mind, only 
the experienced bronchoscopist with a well regu- 
lated team should assume this responsibility. 


*Read before the Virginia Society of Otolaryngology and 
Ophthalmology, at Williamsburg, Va., May 21, 1938. 


THE MANAGEMENT OF ORGANIC FOREIGN BODIES IN THE 
TRACHEA AND BRONCHI OF CHILDREN—ILLUS- 
TRATED WITH LANTERN SLIDES.* 


ELBYRNE Griz, M.D., 


Roanoke, Virginia. 


AGES 

A survey of the ages of our patients shows that the 
average age was two years and four months, the 
youngest child aged seven months, the oldest eleven 
years. It is obvious from the ages given that all the 
accidents were preventable if it were not for care- 
less parents or attendants allowing children of this 
age to have objects which may be aspirated. The 
history of foreign body aspiration was positive in 
thirty-five cases, being negative in only one. In a 
number of instances, however, the mother’s history 
of foreign body aspiration was disregarded by the 
attending physician and the children were treated 
for various conditions, including pneumonia, bron- 
chitis and asthma. The only death in this series of 
cases was a child, aged two years, whose parent’s 
history of foreign body aspiration was disregarded 
and after three months of treatment for various con- 
ditions of the chest, the child was admitted to the 
hospital in a moribund condition and died in a 
short time from general sepsis subsequent to lung 
abscess. Specific mention and emphasis is given to 
this case to impress upon the physician in charge 
the utmost importance of securing a careful history 
in the case of every child coming under his care who 
has an unexplained cough and irregular but per- 
sistent elevation of temperature. In the absence of 
definite history, if signs and symptoms are at all 
suspicious, particularly in the presence of persistent 
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cough, a diagnostic bronchoscopy should be _per- 
formed. It is of interest in this series of cases to 
note that during the past five years the sojourn of 
the foreign bodies has been from a few hours to one 
dav, as compared to the overlooked and neglected 
cases during the previous five years. It is only fair 
to assume that the alertness on the part of the family 
physician, pediatrician and parents is due to the 
continual preaching of the Gospel through the medi- 
cal literature by Dr. Chevalier Jackson and his stu- 
dents. Not infrequently, we have a patient admitted 
to the hospital with the following comment by the 
family physician, “T am referring a case of sus- 
pected foreign body in the bronchus of a child. The 
parents give a history of sudden choking and cough- 
ing while eating. This has been followed by persis- 
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duration. In this connection it is interesting to note 
that the most severe reactions noted were not in the 
peanut cases, but in the three children with pento 
beans. These findings are in keeping with records 
of some of the larger bronchoscopic clinics where 
especial mention has been made of the so-called 
arachidic bronchitis, a name suggested by Jacob 
Rosenbloom, as it is the botanical name of the pea- 
Jackson later gave the same name to all types 
Hoarseness and aphonia 


nut. 
of vegetable bronchitis. 
were present in two cases, and in both instances the 
foreign body was in the larynx. 


PHYSICAL EXAMINATION 
In establishing the diagnosis of a foreign body 
in the bronchus, next in importance to a positive 


Piece of cocoanut 
in right inferior lobe of bronchus. 


M. A. G.—Child age two years. 


Before operation: Note increased transparency 


of right lung. 
Heart displaced to left. 
tent wheeze without a history of previous respira- 
tory infection.” Ten years ago a notation of this 
kind was rarely, if ever, given by the family physi- 
cian 
ADMISSION AND SYMPTOMS 
In only eight instances was there evidence of 
acute illness, and of this number the illness varied 
from slight dyspnea to cyanosis. The average pulse 
rate in thirty-six cases was 110, average temperature 
100.6. The highest temperature was 105, with pulse 
rate 170, respiration eighty-eight. 
tient aged thirteen months, with a large pento bean 
in the right main bronchus. of forty-eight hours’ 


This was a pa- 


Right side of diaphragm down. 


M. A. G.—After operation: Heart and diaphragm 
in normal position. Transparency same on both 
sides. 


history are the physical signs. Unless the attending 
physician is familiar with the changes produced by 
a foreign body in the bronchi, his physical inter- 
pretation oftentimes will be misleading. The three 
signs most frequently found are as follows: 

1. Unilateral limitation of expansion of the lung 
and chest on the affected side. 

2. Hyperresonance on percussion. 
present in cases of obstructive emphysema. 


This often is 


3. Diminution or total absence of breath sounds. 
These signs may vary from day to day, depending 
upon the amount of swelling and reaction and also 
upon the size of the foreign body. 
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In our series of cases the chest symptoms were cases under observation for a long period of time. Iw 
negative in five instances, coarse rales present in as Jackson has often mentioned, the period of symp types 
F fifteen, atelectasis was recorded in eight cases, and tomless sojourn. ‘The post-operative treatment cop. will 0 
obstructive emphysema in seven cases. sists of the period of observation until the danger twent} 
5 
of subglottic edema has elapsed. Where 
- s develops, requiring tracheotomy 
i Routine X-ray and fluoroscopic studies were made 4 ‘acheotomy, Pneut 
the treatment other than keeping the air Passages -ation 
in all instances. When positive, together with posi- 
. Clear embraces adequate intake of fluids, either jp. succes 
tive history and physical findings, the diagnostic 
travenously or intraperitoneally if the patient re. ing ti 
picture is complete; however, a positive or negative 8 
X-ray finding should never be the sole determining 
cus. infection, sulphanilamide is of value. Whole In 
factor in establishing a diagnosis. An experienced 
blood transfusions are often life saving measures qs bronc 
roentgenologist working in connection with a diag- 
the patient receives on demand that which he cap. tomy 
4 nostician constitute a valuable aid. Suffice it to say I . 
that X-ray and fluoroscopic findings may change PP’) _ 
from day to day as do the physical signs. In pass- ANESTHESIA © a 
. . . . Vy 
ing, emphasis should be given to obtaining an X-ray In discussing anesthesia, a debatable question js bod 
picture after bronchoscopic removal, as there is al- being raised, and certainly one that has not been - 
for 1 
trach 
follo 
2, 
| fied. 
3. 
thag 
the 
4 
1 
foll 
P. M.—Baby age ten months. Small rock in right P. M.—After operation: Same patient after Y 
main bronchus. Observe increased transpar- bronchoscopy. Heart, lungs and diaphragm in lar 
ency on right side. Right diaphragm down, normal position. 
heart displaced to left side. boc 
ways a possibility of fragments of foreign bodies re- _ settled to the satisfaction of all. It was formerly the 7 
; maining or pathology produced by instrumentation. practice in our clinic to work without anesthesia, 
or 


local or general, in small children. During the past 
six years, our position has been modified somewhat 
The only treatment for foreign bodies of any type and we endeavor to secure muscular relaxation in 
in the bronchus is bronchoscopy. In this series of all children. We obtained this objective by the use 
thirty-six cases, four were coughed out, three duriny of sodium amytal by bowel together with ether anes- 
the period of bronchoscopic study, and one three thesia by the drop method. The ether is adminis- 
weeks following discharge from the hospital, after tered with extreme caution, and it is never given i 
a negative diagnosis had been given. This particu- — sufficient amounts to abolish the cough reflex. It 
lar case illustrates the hazards in giving a negative requires minute care and alertness on the part of the 
diagnosis, and also the desirability of keeping these anesthetist to administer this type of anesthesia. 
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] will not go into the pros and cons of the various 
of anesthesia which have been advanced, but 
Since using ether in 


ypes 
- only give our experience. 
twenty of our cases, we have only had to perform 
a tracheotomy in one case following bronchoscopy. 
Pneumonia has not been a post-operative compli- 
cation in a single case where the foreign body was 
successfully 
ime, and there has not been a post-operative ele- 


removed within twenty minutes work- 


ing t 
vatio 
In cases where dyspnea and cyanosis are marked, 


n of temperature of more than one degree. 


bronchoscopy is done without anesthesia and tracheo- 
tomy is done before the patient leaves the operating 
som. It has been our experience that it is better 
to perform the tracheotomy even though the foreign 
hody has been successfully removed in these cases 
than to attempt palliative measures with the hope 
for improvement. It is our practice to perform the 
tracheotomy with the bronchoscope in place for the 
following reasons: 

1. The patient has ample breathing space. 

2, Anatomical land marks are more easily identi- 
fied. 

3. Ample time is given for the control of hemor- 
thage, thus preventing the aspiration of blood into 
the already inflamed bronchi. 


OPERATIVE FINDINGS 


The foreign bodies in this series were located as 


follows: 


Right main bronchus 13 
Left main bronchus 6 
Trachea 6 
Between the vocal cords 3 
Right inferior branch of bronchus 2 


The local appearance of the bronchus depends 
largely upon the length of the sojourn of the foreign 
body. 


action characterized by laryngo-tracheo-bronchitis. 


In only six instances was there a severe re- 


Four cases required multiple bronchoscopies, three 
for the removal of additional fragments, and in one 
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instance failure to locate the foreign body at the 
first attempt. 
COMPLICATIONS 

Tracheo-bronchitis, which was present prior to 
operation, continued in six instances. Broncho- 
pneumonia was diagnosed in two cases, and there 
was one death, which has already been referred to 
in this paper. Tracheotomy was done in nine in- 
stances. Of this number three were performed to 
relieve post-operative edema, five to relieve dyspnea 
prior to bronchoscopy or immediately following bron- 
choscopy, and in one instance for drainage of lung 
abscess. Three cases of post-operative edema oc- 
Of the 
first five cases of tracheotomy prior to bronchoscopy, 
I feel that with our improved team work, skill, and 


curred in twelve hours after bronchoscopy. 


using smaller tubes, all except one could have been 
handled successfully without tracheotomy. 


SUMMARY 

Emphasis is again placed upon the importance of 
careful, well regulated team work in the manage- 
ment of these cases. Thirty-six cases are reported 
of various types of vegetable foreign bodies aspirated 
into the trachea and bronchi which were all removed 
bronchoscopically with the exception of two which 
were removed through the tracheotomy wound, and 
four were coughed out, three while the patients were 
undergoing bronchoscopic studies, one three weeks 
following discharge from the hospital after a nega- 
tive diagnosis had been made. 

The importance of obtaining careful history of 
cases of children with unexplained cough, together 
with the importance of X-ray and physical findings 
have been discussed. The debatable question of 
anesthesia has been brought up, and only the merits 
of sodium amytal and ether have been discussed. 
Our end-results in thirty-six cases was thirty-five 
recoveries and one death, which could not in any way 
be attributed to bronchoscopy as the child was ad- 
mitted in a moribund condition, due to general sepsis 
secondary to lung abscess. 


OBSERVATIONS ON THE THERAPEUTIC EFFECTS OF 
NICOTINIC ACID IN PELLAGRA AND RELATED CONDITIONS. 


For the past several years it has been well known 
that liver and certain of its extracts have been highly 
effective in the treatment of canine black-tongue and 
human pellagra.! On this basis, Elvehjem and his 
associates” isolated nicotinic acid amide from liver 
and showed that pure nicotinic acid would cure ex- 
perimental black-tongue in dogs. Their observations 
were confirmed by Dann* and others. In a detailed 
report, the latter showed that nicotinic acid in doses 
of 1.5 mgm. per kilogram of body weight was highly 
curative in black-tongue and harmless by oral ad- 
ministration. 

These publications stimulated the interest in the 
use of nicotinic acid for the treatment of human 
pellagra, and several reports have appeared from 
different centers indicating its highly effective nature 
in the treatment of this disease. Fouts‘ reported the 
effects produced on pellagrins following the oral ad- 
ministration of .5 to 1 gm. daily and observed a 
distinct improvement within two days after therapy 
was begun. Spies and his co-workers® reported four 
cases exhibiting dermatitis, glossitis and stomatitis. 
Within twelve hours after the intravenous adminis- 
tration of the drug, oral lesions were healing, and 
were cured in seventy-two hours. The drug was given 
orally in daily doses as large as 200 mgm. and 
from 80 to 100 mgm. in physiological saline in- 
travenously and by hypodermoclysis. In addition, 
their observations were made on cases given a poor 
pellagra-preventing diet before and during treat- 
ment. Smith and Ruffin® reported a case of pel- 
lagra with anorexia, dermatitis, dementia and 
changes in the sebaceous glands, in which a re- 
markable recovery occurred after the drug was given 
orally, intravenously and intramuscularly, in 60 
mgm. doses daily for twelve days. 

All three investigators have observed some un- 
desirable reactions from the drug characterized by 
generalized flushing, tingling, and itching sensations 
occurring usually about twenty minutes after the 


*Department of Medicine, Medical College of Virginia, 
Richmond, Va. 
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oral, intravenous or subcutaneous administration oj 
doses over 200 mgm. In doses below this amount 
none of the reactions occurred. No appreciable 
changes in the blood pressure, temperature or respira. 
tion were noted. 

Additional observations on the effects of nicotinic 
acid are presented in the following six case reports, 
We are reporting in detail one case of pellagra with 
clinical and laboratory studies; and three other cases 


in summary, who showed less marked skin changes 
but more marked mental symptoms. In addition, 
two cases treated with nicotinic acid are reported in 
which the patients showed no mucous membrane or 
skin changes, but showed a psychosis in one instance 
associated with an over-indulgence in alcohol and 
in the second associated with a prolonged febrile 
illness. 

Case 1. M. J., a twenty-year-old colored female 
admitted to the hospital on April 20, 1938. Occu- 
pation: household work. 

This patient was in good health until September, 
1937, when she began to have vomiting spells, usu- 
ally at night, preceded by nausea and aggravated 
by all forms of meat except fish. Under medical 
care the frequency of the vomiting attacks became 
less and had completely stopped by March, 1938. 
During this time she found that she could tolerate 
meat only in the form of fish, and her diet consisted 
of cooked vegetables, buttermilk and an average 
of two small glasses of wine daily. From March 
to April she had an uneventful interval. About 
April 6, 1938, she noticed a rash breaking oul 
on both hands between the fingers, and this spread 
down to the finger-tips and up to the wrists. Co- 
incidentally she noticed a rash coming under the 
lower lip, her mouth corners becoming ulcerated, 
her tongue tender, and her throat sore. Her bowels 
moved two to three times daily, were walety, 
and at times streaked with bright red blood. The 
vulva and vagina became swollen and tender and 
she said she felt as though she had “hemorrhoids. 
Her appetite had been normal until the onset of the 
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skin lesions, but then progressively decreased to the 
time of admission. There were no other pertinent 
symptoms and the past history was non-contributory. 
‘physical examination on admission revealed a 
thin, “fairly well developed young female, about 
twenty years old, lying quietly in bed in some dis- 
tress; but rational, cooperative and orientated. B. P. 
90/50. T-P-R, 104.4-98-20. Weight 73 lbs. The 
scalp and cranium were normal. The pupils were 
equal and reacted to light and accommodation; both 
fundi were normal. The tongue was slightly tender 
and smooth around the edges but not very red, and 
there was a whitish deposit on the frenulum. The 
tonsils were markedly enlarged, cryptic and slightly 
reddened; and there were numerous white spots scat- 
tered over their surface and the oral mucosa. A small 
encrusted, dry area was present below the mid-lower 
lip, and the corners of the mouth were raw and 
cracked (Fig. 1). No bleeding from the mucous 


Fig. 1.--Before treatment, April 22, 1938. 

membranes was noted. The neck, heart, lungs and 
abdomen were normal to examination. The genitalia 
showed a marked swelling and redness of the vulva 


and vagina associated with a profuse white dis- 
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charge. Rectal examination revealed no proctitis or 
stricture. The legs showed two small round scars 
with dark edges in the middle of the right anterior 
tibial region. On both hands was a thick, encrusted, 


Fig. 2..—Before treatment, April 22, 1938. 


scaly, dry, non-itching, deeply pigmented rash ex- 
tending dorsally from the finger-tips to one inch 
above the wrists and then encircling the wrists with a 
sharp line of demarcation from the normal tissue, 
(Fig. 2). 
cn both lesions. 
tive, but no pathological responses were elicited. 


There were scattered small ulcerated areas 
Reflexes were bilaterally hyperac- 


There was no lymphadenopathy. 

white 
blood cells; occasional Blood: 
2,960,000 red blood cells; 63 per cent hemoglobin; 
1,800 white 61 cent polymorphonu- 
clears, 38 per cent lymphocytes, 1 per cent mono- 
cytes. Blood chemistry: sugar 75 mgm., non-protein 


15-20 


casts. 


Laboratory studies: urinalysis: 


granular 


cells; per 


nitrogen 35 mgm., cholesterol 100 mgm., total protein 


6.5 gm. with albumin 3.5 and globulin 3.0. Wasser- 
An electrocardio- 


mann and Kline were negative. 
gram showed only a sinus tachycardia, and a tele- 
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roentgenogram showed a cardio-thoracic ratio of 
35 per cent. 

Hospital course: On April 21, 1938, she was 
placed on a routine general diet, ferrous sulphate, 
perineal compresses and started on 200 mgm. of 
nicotinic acid in 100 cc. of water daily. Her tem- 
perature was now 103, pulse 106. On April 22, 1938, 
she noticed a slight flushing forty-five minutes after 
the nicotinic acid which lasted for fifteen minutes, 
her appetite was improved and she was more alert; 
the temperature was 98.2, pulse 110, but no skin 


Fig. 3.—After treatment, April 29, 1938. The light areas on the 
dorsum of the hands and wrists and around the mouth are 
areas of healthy new skin. 


changes were noted. On April 23, 1938, the white 
blood count was 4,800 with 67 per cent polymor- 
phonuclears, temperature was ninety-nine, pulse was 
112, and her appetite was markedly improved. The 
skin lesions looked “loose”, the oral mucosa was less 
injected and she noticed a slight flushed feeling fif- 
teen minutes after the acid was administered which 
lasted for twenty minutes. On April 24, 1938, she 
was afebrile, the skin began “cracking and peeling” 
with normal skin beneath, the tongue was less red 
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and smooth and the stomatitis was gone, On April 
25, 1938, the tongue was normal except that it ap- 
peared small and pointed, the skin lesions were mark. 
edly improved and large areas could be peeled of 
leaving an underlying healthy skin. Her appetite 
was good. The vulval lesions were markedly jm. 
proved. On April 26, 1938, large amounts of loose 
crust had peeled, and normal skin was left in its 
place. The lesions around the mouth were markedly 
improved, and the genitalia were entirely normal, 
By May 3, 1938, complete healing had occurred over 
the hands and around the mouth. On May 9, 193. 
blood chemistry studies showed the sugar to be 64 
mgm., non-protein nitrogen 26 mgm., cholesterol 
258 mgm., total protein 6.7 gm., with albumin 42 
and globulin 2.5. On May 12, 1938, the red blood 
cells were 4,280,000; hemoglobin 85 per cent; and 
white blood cells 6,000 with 69 per cent polymor- 
phonuclears. On May 13, 1938, an electrocardio- 
gram was normal, and a teleroentgenogram showed 
a cardio-thoracic ratio of 39 per cent. The patient 
was discharged May 14, 1938, completely well. The 
weight was eighty-three pounds. 

Case 2. Mrs. J. E., a fifty-nine-year-old white 
female, admitted to the hospital on March 20, 1938, 
with a history of having had treatment for pellagra 
in 1931, and now complaining of extreme nervous- 
ness, redness and roughness of the back of both 
hands, and diarrhea of two weeks’ duration. Past 
history was otherwise non-contributory. 

Physical examination on admission revealed an 
extremely nervous, anxious white female, about sixty 
years old, sitting up in bed rubbing her hands and 
crying. T-P-R, 98-100-24. Her face was flushed. 
Her tongue showed slight atrophy of the papillae 
with a marked tremor, but there was no noticeable 
injection. Heart, lungs and abdomen were essentially 
normal. The dorsum of both hands showed a dry, 
scaly erythema extending well above the wrists. 

Laboratory studies: urinalysis: trace of albumin, 
occasional red blood cells and granular casts. Blood: 
3,220,000 red cells; 78 per cent hemoglobin; 7,45 
white cells with 70 per cent polymorphonuclears. 
Blood chemistry: sugar 89 mgm., non-protein nitro- 
gen 28 mgm., total protein 6 gm., with albumin 3./ 
and globulin 2.3 Kline negative. Gastric analysis 
without histamine revealed no free hydrochloric acid 
in the three specimens. 

Hospital course: On April 21, 1938, she was 
given 200 mgm. of nicotinic acid, and this amount 
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was continued daily for five days. Along with this 
specific medication a high caloric, high vitamin diet 
was ordered. One arm was exposed to the sunlight 
fora period of three hours and the erythema on this 
arm became more marked than on the other. On 
April 24, 1938, there was no diarrhea and the pa- 
tient’s skin lesions were completely healed with the 
exception of a slight degree of scaling. She was men- 
tally more composed and less disturbed. On April 
28. 1938, she was markedly improved. The erythema 
was gone, leaving a dry, scaly appearance on the 
hands; and she signed her release and left the hos- 
pital before further observations could be made. 

Case 3. Mrs. M. M., a white female aged forty- 
seven years, was admitted to the hospital on Feb- 
ruary 18, 1938. This patient was first seen in this 
hospital in June, 1934, when a diagnosis of cancer 
of the cervix was made and a panhysterectomy was 
performed. Subsequent admissions were: 1. August, 
1934, for deep X-ray therapy; 2. 1935, 1936 and 
1937, with a diagnosis of pellagra. The events dur- 
ing the interval from 1937 to the time of admission 
could not be elicited from the patient due to her dis- 
turbed mental state, but her sister stated that since 
her last discharge she had been drinking heavily of 
whiskey each day, and for the past two months had 
been getting “queer”. For one week she had been 
under observation at the City Home, and durinz 
this time stated ‘that she was dead and her soul had 
gone to heaven’. Later she stated that she was 
“crazy”, and then developed ideas of persecution. 
Due to these advanced changes in her mental state, 
she was committed to the Eastern State Hospital for 
the Insane. It was thought advisable, however, that, 
before entering this institution, she be sent to the 
Memorial Hospital for X-ray studies to determine 
the presence of any possible metastatic brain lesions. 

Family history was significant in that she had one 
sister with paresis and another with cancer. 

Physical examination on admission revealed an 
elderly white female, aged forty-seven years, poorly 
nourished but fairly well developed, disorientated, 
and talking to herself, but in no apparent pain. 
T-P-R, 98-70-20. Blood pressure 100/80. The 
cranium and scalp were normal. The pupils were 
equal and reacted to light and accommodation. The 
mouth showed an absence of ‘upper teeth, lower teeth 
in bad condition and a smooth tongue that was not 
noticeably injected. Examination of the heart re- 
vealed a slight systolic murmur over the mitral area. 
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The abdomen was rigid, but no pathology was dem- 
onstrated. The shoulders and knees were spastic 
with wasting of the arms. Examination of the re- 


flexes showed hyperactive biceps, hypoactive patellar, 
positive Bakinski. Gordon, Oppenheim and the ad- 
dominal reflexes were absent. 

urinalysis: albumin two 
3,340,000 red 


Laboratory studies: 
plus; white blood cells 6-8. Blood: 
cells; 65 per cent hemoglobin; and 6,900 white cells 
with 75 per cent polymorphonuclears. Kline nega- 
tive. Roentgenograms for metastasis were negative. 
Blood chemistry: sugar 77 mgm., non-protein nitro- 
gen 27 mgm. Spinal fluid examination was essen- 
tially negative. 

Hospital course: In spite of the fact that this 
patient failed to show the typical skin or mucous 
membrane lesions of pellagra, her psychosis and past 
history were very strongly suggestive of this diagno- 
sis. On May 20, 1938, treatment was begun with 
200 mgm. of nicotinic acid daily in conjunction with 
a high caloric, high vitamin diet. Within four days 
after this therapy had been instituted, her psychosis 
had completely disappeared. She became calm, men- 
tally clear and cooperative. The nicotinic acid was 
discontinued after eight days, and it was not found 
necessary to repeat it. She remained rational 
throughout the remainder of her hospital stay, and 
it was possible to return her to the convalescent hos- 
pital at the City Home without committing her to 
a state institution for the insane. 

Case 4. L. M. B., a colored female aged thirty- 
eight years, was referred to the hospital from the out- 
patient department because of rectal sores, sore 
mouth and nervousness. 

Present illness began seven weeks ago at which 
time her rectum became sore, bowel movements were 
painful and she passed blood by bowel. Her mouth 
became sore a few days later for which her physician 
gave her a mouth wash with some improvement. 
Then her vulva became sore, and slight swelling 
of the right labia minora was noticed. Her diet had 
been incomplete since December, 1937. Past history 
revealed a habit of drinking large amounts of whis- 
key, which she had cut down to two to three pints 
weekly for several months before the onset of the 
present illness. 

Physical examination on admission revealed a 
poorly developed, poorly nourished colored female, 
aged thirty-eight years, nervous and apparently in 
some distress. T-P-R, 99.6-110-21. Blood pressure 
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125/88. The cranium and scalp were negative. The 
ears, eyes and nose were negative; but the mucous 
membrane of the tongue and mouth was definitely 
red and occasional deposits of white, cheesy material 
were present. The throat showed slight enlargement 
of the left tonsil. There was a slight rachitic de- 
formity of the chest consisting of beaded costo- 
chondral junctions and sternal bulging. The heart 
and abdomen were normal. The genitalia revealed 
a small, edematous swelling of the right labia 
minora. There was an area of about 5 cm. of peri- 
anal excoriation. One large thrombotic external 
hemorrhoid could be seen easily; no rectal strictures 
were found. There was lymphadenopathy of the 
anterior and posterior cervical glands and bilateral 
inguinal glands. Extremities and reflexes were nor- 
mal. 

Laboratory studies: urinalysis: albumin two plus. 
Blood: 4,170,000 red cells; 80 per cent hemoglobin; 
6,550 white cells with 65 per cent polymorphonu- 
clears. Blood chemistry: sugar 75 mgm., non-protein 
nitrogen 33 mgm., total protein 6 gm. with albumin 
3.1 and globulin 2.9. Wassermann positive. A Frei 
test was reported negative. On February 7, 1938, a 
teleroentgenogram showed a cardio-thoracic ratio of 
41 per cent. 

Hospital course: The patient was placed on a 
high caloric, high vitamin diet with Brewer’s yeast. 
The perianal lesion had not improved under local 
treatment. On February 9, 1938, the patient de- 
veloped a severe diarrhea and twelve hours after- 
wards showed definite signs of a dementia. On Feb- 
ruary 10, 1938, the patient was placed on 200 mgm. 
of nicotinic acid daily, and by February 11, 1938, 
her dementia had improved somewhat and _ the 
diarrhea was checked. The following day the pa- 
tient’s skin was dusky-red and warm, and it was 
believed that the nicotinic acid was responsible, so 
it was withdrawn. Her pulse had increased to 140. 
On February 14, 1938, the patient was again excited, 
and nicotinic acid was again begun in the same 
dosage. On February 17, 1938, the rectal excoria- 
tion showed marked improvement, and the mental 
condition was clear. Her pulse had dropped to a 
normal level. On February 23, 1938, the patient was 
discharged from the hospital mentally clear and with 
complete healing of the rectal lesion. 

Case 5. Mr. D. B. B., a white male aged forty- 
one years, was admitted to the hospital complaining 
of nervousness, frequent pains in the abdomen and 
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five to six stools per day. For the past several year 
this patient had represented a large commercial] air. 
line company in the tropical regions of South Amer. 
ica. His habits there had no relation to the present 
illness except that he had used alcohol to excess fo, 
the past eight to nine years without apparent jj 
effects. During the twelve months preceding the 
present illness he had been hospitalized three times 
with the diagnosis of “amebiasis”. On the day bp. 
fore admission he had had six liquid stools in the 
period of twenty-four hours. 

His residence in the tropics and frequent exposure 
to strong, actinic rays there were of interest to us jn 
view of the later findings and impressions of the 
case. 

Physical examination: A well developed, some. 
what obese white male, very restless and loquacious, 
The skin and mucous membranes had a definite 
pallor, and a moderate degree of puffiness was noted 
under both eyes. There were no erythematous, scal- 
ing or brownish discolored areas of the skin, and the 
mucous membrances of the mouth showed no hy- 
peremia or induration. The chest and lungs were 
normal. On examination of the heart, the rate was 
100 per minute, the rhythm regular and the blood 
pressure was 100/60. The abdomen and extremities 
were essentially negative. The deep reflexes were 
noted as being hyperactive, but otherwise negative. 

Laboratory data: urinalysis: albumin 2 plus; 
acetone positive. Blood: 3,970,000 red cells; 76 per 
cent hemoglobin; 5,400 white cells; 64 per cent poly- 
morphonuclears, 1 per cent eosinophiles, 30 per cent 
lymphocytes, 8 per cent monocytes. Mean corpuscu- 
lar volume 107; mean corpuscular hemoglobin 34; 
mean corpuscular hemoglobin content 32. Blood 
chemistry: sugar 98 mgm., non-protein nitrogen 2 
mgm., cholesterol 276 mgm., calcium 9.8 mgm. 

Hospital course: At the time of admission the 
tentative diagnosis of periodic alcohol addiction 
and amebic dysentery was made. A proctoscopic é\- 
amination done on September 28, 1938, failed to 
show amebae and this diagnosis was discarded. The 
patient was then considered as one of subclinical 
food deficiency in spite of the absence of typical 
clinical signs, and treatment along this line was it- 
stituted. For several days he was given large dose: 
(8,000 I units) of vitamin B, without marked im- 
provement except for accentuation of the appetite 
He was then started on 200 mgm. of nicotinic acid 
per day, and this was followed by prompt stabiliza- 
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tion of his emotional equilibrium and a dramatic 
change in his reflex response from a marked hyper- 
activity to normal. This medication was continued 
for ten days and then stopped. The patient was dis- 
charged from the hospital two weeks after admission 
symptom free. 

Case 6. Mr. J. T. H., a white male aged fifty 
vears, was admitted to the hospital on February 14, 
1938. A history was not obtainable from the patient. 
He was first seen in December, 1937, in another hos- 
pital, when he began to run an afternoon fever of 
101 to 103, developed signs and symptoms suggesting 
influenza and later developed an arthritis in his 
wrist and elbow. This cleared up under salicylates, 
but the fever continued. He subsequently developed 
lobular pneumonia which was complicated by a 
serous pleuritis, and 200 to 300 cc. of a clear, straw 
colored fluid were removed from the right pleural 
cavity. He continued to have fever for the next 
month, but all laboratory data were negative. Trans- 
fusions and sulfanilamide were of no avail. The 
arthritis again arose, and subsided with salicylates. 
Six weeks after the onset he developed a delirium, 
but his temperature became normal and remained so. 
He was taken home, and his temperature again rose 
to 102. Because of the above series of events, the pa- 
tient was referred into this hospital for study and 
diagnosis. 

Examination on admission, including general 
physical examination and routine laboratory studies, 
was entirely negative. Subsequent studies of the 
blood chemistry revealed a sugar of 87 mgm. and 
a non-protein nitrogen of 28 mgm. Spinal puncture 
on February 16th showed a clear, sparkling fluid un- 
der normal pressure, one white blood cell, slight trace 
of globulin, and a negative Wassermann and Mastic 
test. Repeated blood cultures and routine agglutina- 
tions were entirely negative. Teleroentgenogram on 
February 26th showed no pathological change. 

Hospital course: During the period in the hos- 
pital, the patient was completely irrational, disorien- 
tated and showed every evidence of progressively be- 
coming weaker. Because his mental disturbance 
simulated very closely that seen in pellagra and 
chronic alcoholism, it was decided to attempt the 
use of nicotinic acid and on February 28th, two 
weeks after admission to the hospital and nearly 
two months after the onset of his mental illness, he 
was given an initial dose of 200 mgm, in 100 cc. of 
water. This was repeated daily for five times, and 
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by March 5, 1938, he showed marked improvement 
in his mental symptoms to such a degree that he was 
oriented, quite rational and very cooperative. On 
March 9th he was in condition to be moved from iso- 
lation and placed out with the general ward pa- 
tients. On March 16, 1938, he was discharged and 
recommended to be put on a full vitamin diet and 


ferrous sulphate. 


COMMENTS 

In presenting this rather heterogenous series of 
cases, only one of which presents signs of classical 
pellagra, we have become more interested in the 
effect of nicotinic acid on the lesions of the mouth 
and upon the central nervous system symptoms than 
upon the ordinary skin lesions which have been noted 
so frequently. 

In the lesions of the mouth noted in Cases 1 and 
4, the general appearance of the mucous membranes 
of the lips, gums and teeth resembled to some degree 
that seen in aphthous stomatitis not usually asso- 
ciated with deficiency syndromes. It is, therefore, 
suggested that this type of lesion, particularly when 
of a recurrent nature, is a manifestation of a dietary 
deficiency and might respond promptly to the oral 
administration of nicotinic acid, even though the 
skin and central nervous system manifestations are 
entirely absent. 

The central nervous system symptoms noted in all 
cases except the first likewise give rise to speculation. 
Spies and his co-workers*® * have given close consid- 
eration to the prompt response of various mental 
variations after nicotinic acid therapy was started; 
and in Cases 2, 3 and 4 of this series, where the 
diagnosis of pellagra was found tenable either in 
view of the history or physical findings, the response 
was dramatic and fitted well into the observations 
previously made. In Case 5, however, a clinical di- 
agnosis of pellagra could not be made although the 
mental symptoms and history of over-indulgence of 
alcohol suggested a deficiency disease similar to 
some degree with pellagra. The response to nico- 
tinic acid was prompt and effective. This situation 
carries the implication that all chronic alcoholics 
are potential or even border-line pellagrins, and fur- 
ther food deficiency will progress to peripheral neu- 

ritis in case of B, shortage, and dementia in the 
case of G shortage.” It has become our custom 
to use nicotinic acid routinely in the treatment of 
these patients, regardless of the presence or absence 
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of signs of true pellagra. As an example, all pneu- 
monia patients with an alcoholic background are 
given adequate doses of this drug along with the 
other treatment. 


CONCLUSIONS 

I. A case of pellagra is reported in a twenty-year- 
old colored female treated with nicotinic acid with 
prompt and complete cure of the lesions of the skin 
and mucous membranes. In addition to this effect, 
the following observations were made: 

1. There was no appreciable change in pulse rate, 
blood pressure, or respiration immediately after the 
administration of the nicotinic acid. 

2. Three slight flushing reactions occurred from 
fifteen minutes to three hours after the administra- 
tion of the drug, lasting from ten to twenty minutes, 
without causing the patient discomfort. 

3. There was a rise in the white blood cell count 
from 1,800 to 4,800 in three days. 

4. The cholesterol rose from 100 mgm. on April 
20, 1938, to 258 mgm. on May 9, 1938. 

5. The cardio-thoracic ratio increased from 35 
per cent to 39 per cent. 

II. Three cases of pellagra are reported in less de- 
tail, showing marked improvement in the mental 
symptoms following the use of nicotinic acid. 

III. One case of chronic alcoholism without clini- 
cal evidence of pellagra is reported in which the 
mental symptoms subsided promptly after beginning 
the use of nicotinic acid. 

IV. One case is reported in which a psychosis ap- 
peared after a prolonged non-specific febrile illness 
with dramatic response to nicotinic acid therapy. 

V. Comment is made regarding the possible re- 
lationship of so-called recurrent aphthous stomatitis 
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to deficiency syndromes, and its possible cure by the 
use of nicotinic acid. 

VI. The thought is offered that all chronic alco. 
holics are potential pellagrins or victims of pe 
ripheral neuritis, and that nicotinic acid should }e 
given prophylactically in the management of this 
type of patient. 


Note: The authors wish to express their appreciation 
to Merck and Company for the nicotinic acid used in the 
treatment of these cases. 


BIBLIOGRAPHY 

1. Ruffin, J. M., and Smith, D. T.: Clinical Evaluation 
of Potency of Various Liver Extracts. Sou. Med. J, 
30:4, January, 1937. 

2. Elvehjem, C. A., Madden, R. J., Strong, S. M., and 
Wooley, D. W.: Relation of Nicotinic Acid and 
Nicotinic Acid Amide to Canine Black-tongue. 
J. of Am. Chem. Soc., 59:1767, September, 1937, 

3. Dann, W. V.: Animal Deficiency Disease Related to 
Pellagra. J. A. Diet. A., 14:157, March, 1938. 

4. Fouts, P. J., Helmer, O. M., Lepkovsky, Samuel, and 
Jukes, T. H.: Treatment of Human Pellagra with 
Nicotinic Acid. Proc. Soc. Exper. Biol and Med. 
37 :405, November, 1937. 

5. Spies, T., Cooper, C., and Blankenhorn, M. A.: The 
Use of Nicotinic Acid in the Treatment of Pellagra. 
J. A.M. A., 110:622, February 26, 1938. 

6. Smith, D. T., Ruffin, J. M., and Smith, Susan G:: 
Pellagra Successfully Treated with Nicotinic Acid— 
A Case Report. J. 4. M. 4., 109:2054, December 
18, 1937. 

7. Spies et al.: The Treatment of Subclinical and Classic 
Pellagra. J. 4. M. A., 111:584, August 13, 1938. 

8. Spies et al.: ‘The Mental Symptoms of Pellagra, Their 
Relief with Nicotinic Acid. Am. J. Med. Sci., 196: 
461, October, 1938. 

9. Shattuck, G. C.: Nutritional Deficiency and the Nerv- 
ous System. J. 4. M. 4., 111:1729, November, 1938. 

Medical Arts Building. 


HYDROCEPHALUS OF THE FETUS COMPLICATING 
PREGNANCY—A REPORT OF TWO CASES.* 


RicHarp B. NicHo iis, M.D., 


Norfolk, Virginia. 


My attention has been forcibly called to congenital] 
hydrocephalus of the fetus by having had two such 
cases come under my recent care. Both cases will be 
reviewed in detail later in this paper, and special 
emphasis will be placed on the imperative necessity 
of early diagnosis in handling this anomaly. 


*Read before the Norfolk County Medical Society, at 
Norfolk, Va, November 22, 1937. 


Congenital hydrocephalus is an enlargement of 
the cranial vault during intrauterine life and is due 
to distention of the cerebral ventricles by an exces 
sive amount of cerebrospinal fluid, characterized by 
more or less pressure destruction of the brain tissue 
While DeLee states that nothing is definitely known 
concerning its etiology, the researches of Dandy and 
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Blackfan indicate that it is due to an obliteration of 
Magendie’s foramen. The fetal head attains pro- 
portions considerably larger than normal, while the 
brain tissue itself forms only a layer a few milli- 
meters thick beneath the skull bones. Frequently a 
hydrocephalic fetus presents other congenital mal- 
formations such as spina bifida, club feet, hernia of 
the skull contents forming hydroencephalocele. Fre- 
quently large hydrocephalic fetuses are found to be 
presenting by the breech, or transverse lie, rather 
than that of a vertex, due presumably to the dystocia. 

The incidence of hydrocephalus in utero is a rare 
complication of labor, but a false diagnosis can 
result in so much harm that the practitioner must 
continually keep it in mind in those cases which 
present a dystocia. In literature on the subject the 
maternal death rate with severe hydrocephalus is 
given as 17 to 20 per cent. The offending factor is 
the failure of diagnosis of the condition before labor 
has progressed too far. Rupture of the uterus due 
to dystocia is the greatest danger to be prevented. 

Simpson was the first to point out that hydro- 
cephalus was a frequent cause of rupture of the 
uterus. F. Muller recorded five cases of hydro- 
cephalus in 108 ruptures; Merz listed eighteen cases 
in 230 ruptures; Franck found twelve cases of the 
condition among 419 uterine ruptures (3 per cent). 

Aside from rupture of the uterus, unless the diag- 
nosis is made early the physician might attempt an 
inexpedient version or high forceps, resulting in un- 
due intrauterine manipulation and laying the pa- 
tient liable to severe lacerations, bladder fistulae and 
septic infections. 

The diagnosis of hydrocephalus depends upon 
several factors, chief among which is that of always 
keeping it in mind in all cases of dystocia between 
the head and pelvis, and in all cases of breech pres- 
entation. Palpation of the head frequently suggests 
the diagnosis, but in all cases roentgenclogical in- 
vestigation will clarify the dystocia. Once the di- 
agnosis has been established by X-ray the treatment 
is greatly simplified. Vaginal examination is by no 
means conclusive in making the diagnosis, but it 
is greatly suggestive of hydrocephalus of the fetus 
when an abnormal separation of the sutures and 
fontanels can be palpated through a partially dilated 
cervix. The balloon-sized head of hydrocephalus 
obviously does not engage even after labor has been 
under way for some time. To enumerate briefly, the 
chief points in arriving at a diagnosis are: 
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(1) Palpation of abnormally large fetal head. 
(2) Non-engagement of the fetal head, before or 


during labor. 

(3) Anticipating hydrocephalus in all breech 
presentations. 

(4) Abnormal gaping of the fontanels and sutures 
felt during vaginal examination. 

(5) X-ray study of all suspicious cases. 

(6) By being alert to the possibility of its oc- 
currence. 

The complications of the failure to recognize hy- 
drocephalus of the fetus early have already been 
briefly alluded to, but chief among these are rupture 
of the uterus with all of its attending disastrous con- 
sequences. 

The treatment is fairly simple, and one which can 
be easily managed by the average physician. The 
fact that the fetus is developmentally abnormal, with 
mental arrest, frequent clubbed feet and spina bifida, 
makes consideration of the child’s life negligible, and 
sacrifice of its life the method of choice in terminat- 
ing the delivery. The only measure indicated is the 
opening of the fetal skull and allowing the cerebro- 


_ spinal fluid to drain off. This permits the fetal skull 


to collapse completely, similar to a deflated balloon, 
and the patient may then be allowed to deliver her- 
self spontaneously. If the cervix is completely di- 
lated the physician might do an expedient version, 
depending upon his skill and experience tc terminate 
the labor at once. For the average man, and in 
those cases in which the patient has had a long labor 
with ruptured membranes it is probably safer to 
allow a spontaneous delivery after the fetal head 
has been completely drained. 

Non-invasion of the uterine cavity by version, 
however, would lay the patient less liable to infec- 
tion. 

I have two cases of hydrocephalus of the fetus to 
report, who have come under my service since 1935, 

Case 1.—Mary Riddick, colored, age forty-one, 
admitted to Norfolk General Hospital at 10 A.M., 
October 19, 1935. The history revealed that she had 
had seven previous full term pregnancies, all living, 
and that her present pregnancy would have been at 
term October 26th. She stated that Thursday night, 
October 17th, at 8 P.M., she went into labor and 
had regular strong pains until about the same time 
the next night (twenty-four hours), Friday, at which 
time she bled profusely from the vagina and ex- 
perienced a continuous severe abdominal pain. The 
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pain continued all through the night, accompanied 
by excessive bleeding and increasing weakness. All 
during her labor to this point she had been attended 
only by a midwife who had made several vaginal 
examinations. Finally recognizing the gravity of 
the condition, a physician was called in early Satur- 
day morning. He made a vaginal examination and 
sent the patient at once to the hospital. 

On admission to the hospital the patient was con- 
scious, but in extreme shock, and practically pulse- 
less. Emergency intravenous glucose was given im- 
mediately. The chest examination revealed numer- 
ous fine moist rales at the bases of both lungs. The 
heart sounds were so faint that they could hardly 
be heard. No blood pressure reading was obtain- 
able. The abdomen was quite tender and seemed 
to contain a term pregnancy. The fetal parts were 
so easily felt that the fetus was suspected of being 
free in the abdomen. No fetal heart sounds were 
heard. The fetal head was felt at the umbilicus, and 
a softer mass between the head and the pubis. There 
was fulness in both flanks and dulness on percussion. 

After the patient’s condition had improved from 
intravenous glucose, a sterile vaginal examination 
was made. The cervix was found to be 4 cm. dilated, 
and what was taken to be placental tissue felt 
through it. A diagnosis of ruptured uterus was 
made and the patient posted for immediate lapa- 
rotomy, seventeen hours after rupture of uterus. 

As soon as the peritoneum was opened a large 
amount of free blood came out. The baby and pla- 
centa were both free in the abdominal cavity. A 
large laceration in the lower uterine segment ex- 
tended through the broad ligament between the 
bladder and left round ligament. It was about five 
inches long. The uterine artery was exposed, pul- 
sating and had not been torn, accounting for no 
fatal hemorrhage. The peritoneum showed evidence 
of moderate peritonitis, and all of the intestines were 
greatly distended. A hysterectomy was done as 
rapidly as possible. Two Penrose drains were placed 
in the cul-de-sac and one iodoform drain in the tear 
of the broad ligament. The fetus was a hydrocephalic 
large infant with attendant rigor mortis. The meas- 
urements of the fetal head are of interest: 


Normal—Bitemporal __________ 8.25 Fetal—10 

Bipartetel 9.5 11 
Sub-occipito bregmatic _______ 9.5 12 
............... 11.5 13 
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Occipito-mental - 1+ 16 
Length ____ 55 
Weight—male __ : 9 Ib. 1 02 


Post-operatively the patient was given an immp. 
diate transfusion of 500 cc. citrated blood and , 
Wagenstein was placed in the stomach. Digifolin 
was given and intravenous glucose was given twig. 
daily. The transfusion of 500 cc. was repeated the 
following day. The patient became progressively 
weaker and died about noon on the second post- 
operative day. 

The temperature on admission was 99 F., puly 
100, respiration 24. The temperature after opera- 
tion and during the rest of her course stayed around 
103 F. The pulse varied from 115 to 145. 

The urinalysis on admission showed acid reaction. 
specific gravity 1.022, heavy cloud of albumen, and 
was positive for sugar. The microscopic examination 
showed many casts, 8-10 pus cells and many R.B.C. 
in the catheterized specimen. Hemoglobin on admis- 
sion was 76 per cent, with 4,220,000 R.B.C. 

The prognosis was exceedingly grave even when 
admitted to the hospital and, even though the uterus 
had been ruptured seventeen hours prior to the op- 
eration, it was the only chance that one had to offer 
this patient to survive. 

In retrospect, the offending factor here was fail- 
ure to diagnose the complication of hydrocephalus, 
repeated vaginal examinations made by the midwife 
and failure of the midwife to solicit medical help 
even at rupture of the uterus. 

Case 2.—L.H., colored female, age twenty-eight, 
presented herself to the prenatal clinic with her first 
pregnancy, two months prior to the onset of labor, 
and was essentially negative in every respect. Physi- 
cal examination and pelvic measurements were 
within normal limits. Wassermann was negative. 
Her expected date of confinement was January 15, 
1937. 

Her fifth prenatal visit was on November 10, 
1936, at which time it was noted that the fundus 
measured 26 cm.; the fetal heart was not audible, 
the head was not engaged, and the position undeter- 
mined. 

On November 20, 1936, the patient was admitted 
to the hospital complaining of a slight pink watery 
discharge and “of a feeling that something was not 
quite right”. She spent the night without going into 
labor. Early the following morning the patient was 
seen by me and the fetal head was palpated well 
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above the pelvic brim and considerably larger than 
normal. Suspecting a hydrocephalic fetus, I had an 
X-iay made which confirmed the suspicion. Since 
the patient was a nullipara and had had no labor, 
it was decided that the best means of inducing labor 
was by bag induction, so at 11 A.M. the largest 
size Voorhees’ bag was inserted into the lower 
uterine segment under gas anesthesia. The labor 
came on gradually and twenty-four hours later the 
bag was expelled. The patient was then anesthetized 
and prepared for delivery. The cervix was found to 
be completely dilated. A large trochar and canula 
was pushed through the sagittal suture of the fetal 
skull and approximately 1,000 c.c. of clear cerebro- 
spinal fluid was drained off. This permitted a com- 
plete collapse of the head. The delivery was then 
easily terminated by version and extraction. The 
patient ran a morbid temperature for three days post- 
delivery and from that time was symptom free and 


discharged on the 11th post-partum day. 
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labor and its proper method of treatment in those 
cases due to hydrocephalus of the fetus. 
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These two case present vividly the point of this 
the early diagnosis of dystocia in 
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R. JorpaAn, M.D., 


In all activities it is important to keep clear before 
us the ultimate goal. A lapse in this respect leads to 
confusion and may even defeat our purpose. This 
rule holds true in medicine as elsewhere. Our object 
in treating the person with diabetes is not to control 
the sugar but to enable the patient to lead a long and 
healthy life. Control of the sugar is a secondary 
consideration, the means and not the end. For this 
reason the person with diabetes who is given only 
dietary and insulin treatment is an incompletely 
treated patient. Whereas these two are vital factors, 
they are by no means the only ones determining the 
welfare of the individual. The controlled diabetic 
is still a person subject'to all the ills of the flesh to 
which non-diabetics are susceptible, and in addition 
he is prone to have some diseases more often and ta 
have minor ailments develop into severe diseases. 
Meticulous care of the entire organism and unceasing 
Vigilance are essential if one is to maintain the dia- 
betic individual in good health throughout a normal 
span of life. Special attention to all forms of per- 
sonal hygiene, regular visits to the attending physi- 


*Read before the Fourth District Medical Society, South 
Hill, Va., August 16, 1938. 


Richmond, Virginia. 


cian, and prompt control of every ailment regardless 
of its severity must supplement the strictly diabetic 
treatment if our therapy is to be complete. 

Much time must be expended if we are to give the 
maximum services to the patient, but in general only 
the new patient with diabetes requires more time 
than we ordinarily allow to each patient. He is suf- 
fering from a chronic disease which will linger 
throughout his life, and his life must be so ordered 
as to provide for this association. Furthermore, to 
him it is entirely new. He must learn about it as he 
first learned to read and write, and at the same 
time we must study him as he studies this new com- 
panion. A careful and detailed history must be taken 
with reference not only to former and co-incident dis- 
eases and the state of his physical condition but also 
to his habits of living and the quality of his personal 
hygiene which may affect his ultimate health. 

The diet is essential but the rapidity and regularity 
of eating and the degree of mastication are not insig- 
nificant. A well chewed meal is utilized with less 
trouble than one which is bolted, and without a good 
set of teeth this is difficult. Furthermore, excessive 
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fatigue or emotional stress impairs digestion, and the 
poorly absorbed meal may lead to an insulin re- 
action. Similarly, unusual exercise may bring on a 
hypoglycemic attack unless we provide for this with 
extra food prior to or during the period of activity. 
Exercise should be encouraged, but the patient should 
choose a form which is readily available, fitted to his 
time and physical requirements, within his means, 
suited to his taste and in contrast to his work and 
adapted to use in later life. Gradual increase should 
be insisted on at first, and then regular times should 
be observed. One should not overlook posture which, 
if faulty, may cause strain of the spinal column, and 
disturbance of respiratory excursion with resulting 
dyspnea and lowered vital capacity. In combina- 
tion with exercise we must consider rest, sleep, and 
relaxation. Sometimes sleep is imperfect because 
the patient retires too early or lies abed too long. 
Sometimes fatigue is due not so much to the total 
energy expended but to the fact that the activity is 
not broken by short periods of rest. Exercise can be 
restful if it affords diversion from the routine. 

The use of tobacco, alcohol and drugs must be 
regulated for each individual patient. One person 
may be so sensitive to tobacco as to have marked 
languor and lassitude, and another may merely suffer 
the slight upper respiratory irritation common to all 
smokers. Chewing tobacco should be forbidden if it 
contains sugar. Alcohol can profitably be omitted in 
nearly all cases, and sweet wines are as detrimental 
as candy. Drugs are advisable only to the smallest 
extent compatible with good therapeutics, and even 
then one must consider the sugar and caloric con- 
tent of the coating or vehicle. 

The prevention of infection in diabetics can be en- 
hanced in three ways: By cleanliness, good general 
care, and the reduction of contact with disease. The 
diabetic person cannot afford to be dirty. His skin, 
mouth and nose must be cleansed often and well. 
Dirty food and drink are dangerous to all of us, 
just as is impure air. One cannot always avoid 
injury to the skin but the clean skin is not likely to 
become infected. A good diet, adequate sleep and 
exercise, and good general health do much to in- 
crease resistance. In view of the seriousness of in- 
fection in diabetes it behooves the diabetic to avoid 
all needless contact with infectious disease. During 
epidemics they should remain as isolated as is feasi- 
ble. Along the same line they should rid their own 
bodies of infection, including that found around the 
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teeth, in the tonsils, sinuses, prostate or gall-bladder 
Not only do infected teeth cause focal symptoms such 
as neuritis, but a severe systemic infection may atis. 
and cause prolonged disability or even death, ()p, 
must be sure that no operative work, including dental 
extraction, is done until treatment of the dishes 
and associated maladies is given. Occasionally a 
cination is avoided in a diabetic because of the tn. 
porary upset resulting. If we are so anxious to avoid 
the mild upset, we should be even more eager to pre. 
vent the disease itself. For this reason I urge effectiy, 
vaccination for all disease to which this individy) 
patient is reasonably liable. 

The incidence of gangrene and foot infection js 
great as to warrant separate consideration. There a 
two underlying defects, a damaged arterial system 
and a diseased nervous system. The first disturbs th 
circulation and the second the sensitivity of the skip, 
We can postpone these defects only by prolonged 
general and diabetics care, but we can do much more 
by eliminating the precipitating causes of the foot 
lesions. Calluses, corns, ingrowing nails and ath- 
lete’s foot should be prevented or corrected. They 
provide local areas with poor circulation and damage 
the skin so that germs may take hold. IIl-fitting 
shoes are by far the greatest cause of foot deformi- 
ties, and the emphasis in treatment must be on this 
topic. Next we may mention wearing new shoes too 
long a time at first, allowing them to get too run 
down at the heels or the lining to get rough. Holes 
or rough darns or seams in the socks and walking 
on the bare feet may give rise to injury. Hot water 
bottles, electric pads, strong antiseptics, or careless- 
ness in trimming the nails may initiate severe lesions. 
There are other considerations, but this paper is in- 
tended rather to remind us of the principles of treat- 
ment rather than to list the details. 


Regular visits to the doctor and prompt attention 
to even trivial maladies may constitute the difference 
between good care and serious neglect. The obese 
patient, for example, may have a written copy of the 
correct diet, and yet without the regular visit ever) 
month or two little errors, intentional or innocent, 
may be committed and the expected weight loss may 
fail to materialize. The reverse may also occur— 
that the diet needed changing to prevent too rapid 4 
weight loss or the development of a deficiency dis- 
ease. Whatever the cause it is undoubtedly true that 
the patient seen regularly is the healthier patient in 
the long run. One must also urge the patient to a 
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tend promptly to the smallest injury to the skin, the 
t 

lightest head or chest cold and other apparently in- 
sjgnificant conditions. The neglected cold becomes 
neumonia, the boil a carbuncle, and the sore toe 


vangrene. A slight distaste for food may be the 
initial symptom of fatal diabetic coma. If the urine 


had been tested daily by this patient, glycosuria 
would have warned him days before that something 
was wrong, and a consultation with his doctor would 
have prevented this death. The frequency of routine 
visits may be adjusted so as to impose little hardship 
on the patient and yet to provide for all his needs. 

In fact, all treatment must be made relatively easy 
and entirely practical if we are to obtain the needed 
cooperation from the patient. First we must teach 
him what the disease means, what neglect of it will 
cause, and how well the patient may do if he follows 
treatment. Next we must arrange the treatment to 
suit the daily routine of the person, and then per- 
suade him to follow it regularly until it becomes 
habit and not an imposition. The patient who is 
lax about treatment is not always to blame. Some- 
A diet that is 


too strict may cause such weakness that the patient 


times the treatment is too strenuous. 


forsakes it. Sometimes the insulin dosage is so great 
as to cause reactions, and therefore the patient omits 
it. Needless to say we should insist that the patient 
notify us at once in the event untoward symptoms 
occur, and then we may adjust the regime to correct 
the symptoms. In this way the patient acquires con- 
fidence in us and learns to seek our help in time of 
trouble. 

Even ail this care of the physical organism does 
not embrace the entire management of the patient. 
The human being is not simply a machine, nor is 
life merely a matter of health. Other considerations 
are vital. It is conceivable that the best physical 
care of the disease entails a regime so intense as to 
prevent the more important function of earning a 
living. So also may the patient’s attitude be so al- 
tered as to render even a healthy existence of little 
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pleasure or use to him. The doctor cannot be either 
an extreme materialist nor yet a violent idealist. He 
must be a real mediator who will sacrifice the ideal 
physical condition for the welfare of the patient as a 
human being. I remember entering the room of a 
very fine lady one day while she was in tears. By a 
little coaxing I extracted the cause of the upset. She 
was the doctor’s ideal patient. She did everything 
he suggested. In the early morning she arose, tested 
her urine, took her insulin, weighed her food, and 
ate her breakfast. After breakfast she took Buerger 
exercises for the benefit of her feet and then walked 
for another hour. This was followed by a rest 
period, which in turn was followed by insulin and 
another meal. The afternoon was a repetition of 
the morning. After supper the Buerger exercises 
were repeated, the urine again tested, the skin care- 
fully washed and the feet equally carefully greased. 
Thence to bed. The treatment was entirely effective 
from a physical point of view, but the long and 
healthy life had lost much of its appeal to this lady. 
Nevertheless, the fear of diabetes and its neglect was 
so great that even such a life was preferable to one 
less beneficial to the body. It is a strange standard 
that accepts this as good treatment for the patient, 
save as a temporary measure for a grave situation. 

On the other hand, it is at times necessary to sacri- 
fice all other considerations for the physical alone. 
Inopportune neglect of the physical treatment may 
lead to permanent disability or even death, and at 
such times the medical treatment must be adminis- 
tered vigorously and without compromise. There are 
not many people who prefer an easy death to a hard 
life, and in the last analysis our patients come to 
us for the cure of bodily complaints. With this in 
mind, it behooves us to use without over-emphasis 
every means at hand to maintain the entire body in 
a state of health and at the same time to prevent 
a distorted view of his condition and the bearing 


it has on his life as a whole. 
209 Medical Arts Building. 


A CASE OF MALIGNANT KERATOMALACIA. 


C. W. TREXLER, M.D., 


Honolulu, Hawaii. 


D. Sa Filipino male and twin, age three months, 
was admitted to the Honolulu City and County Serv- 
ice of the Kauikeolani Children’s Hospital, with 
diagnosis of marasmus, pneumonia, bilateral acute 


otitis media, acute nasopharyngitis, and bilateral 
keratitis. The weight was a little less than five 
pounds. He had always been weak, with inappet- 
ence, and without evidence of acute infection until 
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two days prior to admission when he developed, al- 
most simultaneously, the enumerated pathological 
changes. 

Upon examination of the eyes, there was slight 
edema of the lids, slight chemosis of the bulbar con- 
junctiva with circumcorneal injection. No purulent 
discharge was evident. Ocular movements were nor- 
mal, both pupils normally reacting to light and ac- 


Fig. 1.—Photo taken when Fig. 2.—Photo taken same 
awakening from sleep four date as Fig 1 to illustrate 
days after cornea] changes state of marasmus. At age 
were first noted. of three months the child 

weighed less than five 

pounds. Photo taken before 

secretions were removed. 
commodation. There were a few gray areas dis- 
persed in the corneae bilaterally. None were dis- 
crete. These interfered with adequate fundi exami- 
nation. There did not appear to be many or severe 
changes in the fundi. The corneal changes strongly 


suggested the onset of an interstitial keratitis and 


Wassermann and Kahn were advised for both 
parents, with prompt refusal. 

The corneae rapidly became atrophic, ulcerated 
sloughing away, resembling mutton fat, Sp rapid 
was the destruction that in four days it was evident 
that both eyes had been hopelessly destroyed, 

There were areas of ectasia and buphthalmos ty 
a moderate degree. Perforation of both corneae te. 
sulted with incarceration of the iris and expulsion of 
aqueous and vitreous humours. 

All signs and symptoms of the disease were mark- 
edly accentuated. The temperature fluctuated be- 
tween ninety-eight degrees F. and 104 degrees F, 
Both the Mantoux and Wassermann tests were done. 
These were negative. Urinalysis revealed only 4 
trace of albumin. Repeated conjunctival and corneal 
smears showed no pus. Bacteria were mixed, a few 
gram negative diplococci, many catarrhalis, diph- 
theroids, etc. The child expired twelve days after 
admission. 

An autopsy there was empyema bilaterally and lung 
pathology. The collapsed eyeballs showed pathologi- 
cal changes chiefly in the anterior one-third. No 
spirochaeta pallida or acid fast organisms were 
found, or organisms suggesting Neisser’s infection. 

Comment: Cases of malignant keratomalacia oc- 
cur in infants with poor vitality, hygiene, insufficient 
or imbalanced food intake. 

This case illustrates the amazing rate of destruc- 
tion of eyes in a marasmic child with superimposed 
acute infections. 

65 Alexander Young Building. 


For modern syphilology the great period of dis- 
covery was in the vears 1905 to 1910. Within that 
brief span were discovered the organism, the comple- 
ment fixation test, and arsphenamine. In the years 
which followed, the still more sensitive flocculation 
tests were introduced and bismuth replaced mercury 
in the scheme of treatment. With these new instru- 
ments physicians developed the technics of diagnosis 
and treatment. 


The last decade has been an equally notable period 


*Read at the meeting of the Mid-Tidewater Medicai 
Society in West Point, Va., January 24, 1939. 


DIAGNOSIS OF SYPHILIS.* 


LAWRENCE T. Price, M.D., 
Richmond, Virginia. 


of analysis and consolidation. Cooperative Clinical 
Group siudies have compared the various regimens 
of treatment, gleaning their data from 75,000 case 
histories; for no other serious disease is there 90 
satisfactory and so specific a treatment as those 
studies developed for early and latent syphilis. The 
Committee on Evaluation of Serodiagnostic Tests 
has demonstrated that 100 per cent specificity and 4 
sensitivity of 80 per cent are routinely obtainable 
objectives. Neurosyphilis, cardiovascular syphilis, 
and prenatal syphilis have been subjected to simi- 
larly searching inquiry. 
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It is fitting that this symposium should begin with 
diagnosis. It is the first clinical problem. In a so- 
ciety where even physicians have sometimes been re- 
luctant to face syphilis, and with a disease of so 
many disguises, it requires emphasis. ‘Half a million 
early cases and 600,000 advanced cases of syphilis 
go to physicians for the first time each year. The 
advanced cases suggest that our “index of suspicion”’ 
for the earlier diagnosis has been too low. 


GENERAL CONSIDERATIONS 

The physician’s share of the syphilis control hinges 
on two major points—finding and treatment. They 
are inextricably interwoven. It will do little good to 
bring under treatment a million patients if the treat- 
ment given them is inefficient. On the other hand, 
treatment, no matter how efficient, will not solve the 
problem unless patients are actually recognized and 
provided with its benefits. 

On the whole, experience has convinced us that in 
spite of all present-day shortcomings, the treatment 
element is better performed than finding. Bad as it 
often is, the treatment of those patients actually sub- 
mitted to it does accomplish a great deal. That a 
decrease in the incidence of syphilis is not yet ap- 
parent is due largely to the fact that so many syphi- 
litic patients pass completely unrecognized until the 
damage of infection of others or the ultimate break- 
down of the individual has already occurred. 

What are the for this failure? 
finding involves two elements—the correct diagnosis 
by the physician of patients with actual lesions of 
syphilis, and organized effort to search out the pa- 
In which of these two 


reasons Case- 


tient who has no lesions. 
elements does the medical profession fail? I believe 
it fails in both, and for three reasons. 

Too many doctors still believe that nobody has 
syphilis except Negroes, prostitutes, and criminals. 
Their own patients, failing to fall into one of these 
classes, are too well born, too moral, too well edu- 
cated, too well to do, to be infected. Too many 
doctors, surprising as it seems, still think of syphilis 
as a disgrace, not as a disease, and hesitate to sug- 
gest the necessary steps for diagnosis lest the patient’s 
feelings be wounded. Too many, even if they do 
recognize syphilis, still think of it as well-earned 
punishment for sin, and do less than their part in 
administering or arranging for proper treatment. 

Such statements as “10 per cent of the adult popu- 
lation is infected” fall on uncomprehending ears, 
and are as difficult to interpret in terms of personal 
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experience as the billions of the national debt. Even 
if the facts of 500,000 fresh infections each year and 
a total of some 10,000,000 syphilitic adults in the 
country are accepted, there is no appreciation of the 
fact that all social classes, not only the lowest, are 
to some extent involved. 

The possibility of syphilis is dismissed as in- 
credible. That syphilis can occur in the clientele of 
the family doctor who has known his patients for a 
lifetime is beyond belief. It is likewise incredible 
that the specialists’s patients, well educated and rela- 
tively well to do, can be infected with a disease which 
he believes to be limited to social groups with which 
he does not deal. 

The medical profession’s attitude of mind must 
be remedied before case-finding in syphilis is ade- 
quately successful. 

The most important reason for failure lies not in 
the confusion of morals and medicine, but in the 
So far 
as syphilis is concerned, there is still too great re- 
liance on clinical acumen, too little appreciation of 
the fact that syphilis can so imitate or be imitated 
by other diseases that clinical diagnosis is sometimes 


diagnostic inaccuracies of medicine itself. 


literally impossible, too little awareness that the 
possible lesions of syphilis are so diverse that in these 
complicated days few physicians can be expected 
to recognize them all. 

The teaching of syphilis in medical schools is 
sometimes scattered through all general and special 
departments, it is sometimes centralized in special 
clinics, and is sometimes carried on in both fashions. 
Whichever method is used, there is usually far too 
much detail. The student is expected to learn ex- 
pertness in the diagnostic differentiation of genital 
lesions, of skin rashes, of ocular lesions, of cardiac 
disorders, of neuropsychiatric diseases. He is ex- 
pected, as part of his general training, to acquire 
knowledge in special fields to which the several ex- 
perts in these fields have devoted lifetimes. If he 
makes use of special textbooks devoted to syphilis, 
he is faced with the same difficulty in concentrated 
form. There is a tendency to require that he know 
the differential diagnostic points, for example, be- 
tween, pityriasis rosea and the macular syphilide, be- 
tween hepatic syphilis and cholecystitis, between 
tabes dorsalis and subacute combined sclerosis. The 
details of these and similar points are insisted upon 
to the exclusion of the far simpler principles which 
ought to govern diagnosis. 
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In history taking, the first step is to record the pa- 
tient’s complaint in his own words. If the syphilitic 
person complains at all, of what does he complain 
and how valuable is his complaint in arousing sus- 
picion of syphilis? Almost never does he say “I 
have syphilis.” Instead, he says he has a sore on 
the penis, a skin rash, a sore mouth or throat, sore 
eyes, falling hair, malaise, fever, headache, rheu- 
matism, pain in the abdomen, nausea and vomiting, 
constipation, shortness of breath, weakness, diffi- 
culty in urination, pains in his legs—in short, the 
same complaints that greet the doctor every day 
among his nonsyphilitic patients. 

To what physicians does the patient go with these 
complaints? First and foremost, of course, to the 
family doctor, the general practitioner. If he thinks 
himself wise enough to choose his own specialist, 
or if he goes to a polyclinic hospital, his original 
contact is with one or another specialist (rarely the 
syphilologist). Patients with primary or secondary 
syphilis gravitate to the urologist, gynecologist, der- 
matologist, ophthalmologist, laryngologist, orthope- 
dist, or even the neurosurgeon. The same group of 
specialists, plus the general surgeon, internist, ob- 
stetrician, neurologist, and psychiatrist, encounter the 
patient with late syphilis. The pediatrician struggles 
with the problem of congenital syphilis bequeathed 
to him by careless obstetrics. In short, no special 
branch of medicine is exempt from having to decide, 
not infrequently but often, whether his patient has 
syphilis or some other disease. 

Can the family physician, the general practitioner, 
have the clinical knowledge of all these branches 
of medicine adequate to permit him to recognize 
syphilis when he sees it? To ask the question is to 
answer it. Can the urologist or dermatologist have 
sufficient knowledge of internal medicine, neurology, 
psychiatry, and ophthalmology to enable him to deal 
properly with late syphilis? Can any physician 
lacking special training in dermatology recognize 
clinically all or even a fair proportion of patients 
with syphilitic skin lesions? To ask these questions 
is to answer them too. 

It is obviously impossible to expect of the general 
practitioner expertness in diagnostic differentiation 
in all the special branches of medicine in which the 
lesions of syphilis may fall, and likewise impossible 
to exact of the specialist an adequate knowledge of 
general medicine and of all other special branches 


VIRGINIA MEDICAL MONTHLY 


[May, 


than his own as well. How then is the problem of 
diagnosis to be solved? Not by the creation of a 
special group of syphilologists, whose function in 
this domain is presently described, but by leaving 
the diagnosis of syphilis precisely where it js. in 
the hands of every physician, no matter what his 
special training. . 

If this is to prove successful, there must. however, 
be less insistence on details of clinical diagnosis and 
more on fundamental principles. I am convinced 
that the average medical student, general practitioner. 
and specialist can be taught all that is necessary for 
him to know of the clinical manifestations of syphi- 
lis and their recognition (outside his own special 
field) in far simpler fashion than is the present cys. 
tom, in far less time than the medical curriculum 
usually devotes, and in far less space of printed 
matter than is expended by current texts on syphilis, 

Syphilology as a diagnostic specialty does not and 
cannot exist. While it is true that the syphilologist, 
if he is competent, is a well-trained internist, with 
added knowledge adequate to his special field of the 
particular specialties of dermatology, ophthalmology, 
neurology, and psychiatry, he is far more often called 
upon to apply his knowledge to the problems of 
treatment than to those of diagnosis. In the latter 
respect he serves only as a consultant, and rarely as 
that. His patients come to him for the most part al- 
ready diagnosed as syphilitic by another physician. 
His job is to find out what kind of syphilis, what 
structures have been damaged by syphilis (and other 
diseases as well) and to what extent, and to esti- 


mate the effect of this damage in planning treatment. 


THE FUNDAMENTAL PRINCIPLES OF DIAGNosIS 
OF SYPHILIS 


Considering the disease as a whole, these are only 
three: 1. Raise the index of suspicion of the doctor. 
Let him realize that syphilis is the most prevalent 
of all the major infections, and that some of his own 
patients may be infected. 2. Emphasize repeated) 
that syphilis is often difficult to diagnose clinically, 
even for the expert; that clinical suspicion is easier 
to arouse than is clinical certainty to determine. 
3. Emphasize still more repeatedly that clinical 
suspicion, once aroused, can in most instances be ac- 
curately resolved into a certainty by a serologic test. 
In untreated syphilis, the serologic test is 95 per cen! 


efficient. 
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Tue DiAGNosis OF EaRLY SYPHILIS (PRIMARY 
STAGE) 


Every physician should learn by heart the six 
diagnostic maxims. These sufficiently self- 
explanatory as to require no textual expansion: 


are 


| Any genital sore in male or female is possibly 


rimary syphilis until proved to be otherwise. 2. 


I 


{ny indolent lesion anywhere on the body (especially 
tonsils, fingers) which fails to heal in two weeks 


lips, 
may be primary syphilis. 3. The diagnosis of pri- 


mary syphilis is a laboratory, not a clinical, pro- 
cedure. 4. Do not treat suspected primary syphilis 
locally until repeated dark fields are negative. 5. 
Do not give antisyphilitic treatment on suspicion; 
prove the diagnosis. 6. There is reason for urgent 
haste in diagnosis; hours count. If there are gener- 
ally applied, the proportion of patients coming under 


(especially seronegative) 


treatment for primary 
rather than secondary syphilis (i.e., when the chance 


of cure is 20 per cent greater than a few days later) 


would be enormously increased. 


DIAGNOSTIC CONFUSION IN PRIMARY SYPHILIS 

There are thirteen conditions (eleven of them non- 
syphilitic and all of them common) with which 
genital primary syphilis may be clinically confused. 
Primary syphilis may look like, and must be dis- 
tinguished from, gonorrhea, chancroid, herpes pro- 
genitalis, scabies, venereal warts, carcinoma, granu- 
loma inguinale, lymphopathia venereum, balanitis 
gangrenosa, traumatic lesions, pyogenic lesions, sec- 
ondary syphilis and late syphilis-gumma. Diagnos- 
tic confusions of extragenital primary syphilis are as 
follows: Lip—Infected fever blister, trauma, car- 
cinoma, tuberculosis; Tonsil—Acute follicular ton- 
sillitis, chronic tonsillitis, Vincent’s angina, neo- 


plasm; Finger (suspect doctors, nurses and dentists) 
—Infected hangnail, paronychia, onychia and bone 
felon, 

Each of these conditions except gonorrhea implies 
the presence of a sore. With gonorrhea a special 
word of caution is necessary. Suspect all patients 
with gonorrhea of simultaneous infection with syphi- 
lis (intraurethral chancre, painless discharge masked 
by gonorrheal pus), but particularly suspect those 
patients with painless, rubbery, discrete inguinal 
‘adenopathy. 

With the other genital conditions enumerated, the 
Presence or absence of satellite bubo is of little im- 
Portance. In about 30 per cent of patients with pri- 
mary syphilis, the bubo is completely absent, and in 
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most it does not appear until the chancre has been 
present about a week. In extragenital primary syphi- 
lis, however, the bubo may be the first “suspicion 


arouser.”’ 


THE DIAGNOSIS OF PRIMARY SYPHILIS 
The necessary diagnostic steps in primary syphilis 
1. Dark-fiield of surface serum. If 
negative, repeat at least three times on consecutive 
days before local treatment. 2. If surface dark-field 
is negative, do dark-field of aspirated serum from 
lesion’s base; or 2a. Dark-field of aspirated material 
from lymph node. 3. If you have no dark-field 
microscope, send the patient at once to someone who 


are as follows: 


has; or send a capillary tube specimen to the nearest 
laboratory. 4. Do serologic test at first visit. If any 
of these tests are positive, treat at once. If all are 
negative, 5. Do serologic test follow-up for three 
months, weekly for first month, every two weeks 
thereafter. 

Urgent haste in reaching a diagnosis is essential: 
1. For the protection of others; 2. For improved 
for the patient himself. Literally, 
Delay is 


chance of “cure’ 
hours count and days are all important. 
inexcusable. 

The dark-field microscopic diagnosis is most desir- 
able. Few physicians possess this equipment or are 
experienced in its use. However, there is a syphilo- 
logic consultant in the State health department 
laboratory who is properly equipped. The patient 
or a specimen should reach him within a few hours. 
It is not worth while, therefore, to describe the dark- 
field technic or the differentiation of Treponema 
pallidum from other spirochaetes. The inexperienced 
physician cannot learn sufficient expertness by read- 
ing about it; the expert does not require written 
text but has acquired his knowledge by actual prac- 
tice. 

Whenever primary syphilis is suspected, do one 
of two things: 1. Preferably, he should at once send 
the patient in person to a properly equipped colleague 
or laboratory, where the dark-field of surface serum, 
and, if necessary of serum obtained by aspiration 
of the base of the lesion or neighboring lymph node 
may be promptly carried out. Capillary tube outfits 
are furnished free of charge by the State boards of 
health. 2. If no such colleague or laboratory is avail- 
able in the neighborhood, he should at once prepare 
and send to the nearest health department laboratory. 

The presence of T. pallidum in serum from a sus- 
pected lesion makes a positive diagnosis of syphilis, 
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and treatment should be commenced at once. Failure 
to find the organism does not mean that the lesion 
is not syphilis. Carry out the serologic follow-up for 
three months as directed in all such cases. 


SECONDARY STAGE 

Six relatively simple maxims should, like those 
for primary syphilis, be learned by heart. The clini- 
cal diagnosis of secondary syphilis, often extraordi- 
narily difficult even for the expert, will thereby be 
enormously simplified. 1. Do blood serologic follow- 
up for three months on any lesion which was possibly 
primary syphilis. 2. For any generalized skin erup- 
tion; 3. For any sore mouth or throat which does not 
heal in ten days; 4. For any unexplained patchy loss 
of hair; 5. For any iritis or neuroretinitis; 6. For any 
vague bone pains or polyarticular arthralgia—“acute, 
subacute, or chronic infectious arthritis”’. 

The first of these, the serologic follow-up on any 
lesion which might possibly have been primary syphi- 
lis, takes into consideration two important points; 
that it is highly desirable to recognize secondary 
syphilis before it develops (the serologic test always 
becomes positive before the actual appearance of 
lesions); and that the lesions of secondary syphilis 
may either be completely lacking or so trivial as to 
be overlooked by patient and physician alike. 

Conditions drawing attention to the common 
lesions of secondary syphilis are five: generalized 
skin eruption, mucosal lesions, alopecia, iritis, and 
arthralgia. There are of course other manifestations 
which may and do occur, but in comparison with 
these five they are rare. Ninety-five per cent of all 
patients with secondary syphilis will present one or a 
combination of these five manifestations. 

The maxims also emphasize, by indirection, that 
the clinical differentiation of these lesions from other 
conditions is often difficult or impossible, and that 
diagnostic safety depends entirely on two points: 1. 
That the physician suspect secondary syphilis when 
any one of these manifestations occurs; and 2. That 
he check his suspicion by a blood serologic test. 

Fortunately for accuracy of diagnosis, the sero- 
logic test has its highest negative value during the 
secondary stage of syphilis. It is always positive 
(100 per cent). If it is negative, there is practical 
assurance that the clinical suspicion was wrong, and 
that the patient has some other disease. 


D1acnosis oF CUTANEOUS SECONDARY SYPHILIS 
There are forty skin diseases which may mimic or 
be mimicked by secondary syphilis. These range from 
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such common conditions as ringworm, boils, pityria. 
sis rosea, hives (urticaria), and the itch (scabies) 
to such rare ones as smallpox, leprosy, and Pityriasis 
lichenoids chronica. A list of these are as follows 
Acne vulgaris, seborrheic dermatitis, Pityriasis rose, 
tinea versicolor, measles, scarlet fever, typhoid fever 
toxic erythema, maculo-anesthetic leprosy, erythem, 
multiforme, urticaria, leukoderma, chloasma, psoria. 
sis, scabies, arsenical keratosis, varicella, dermatitis 
venenata, pyoderma, ecthyma, arsphenamine dem. 
titis, variola, pityriasis lichenoids chronica, liche: 
planus, papular tuberculides, nodular leprosy, eczema 
(palmar) lichen scrofulosorum, pityriasis rubra Di 
laris, keratosis pilaris, lichen spinulosis, dermatophy- 
tosis (ringworm), impetigo contagiosa, granuloma 
annulare, acne cacheticorum, scrofulosorym, 
acne necrotica, gumma, furunculosis and yaws. 

For any general practitioner, therefore, or an 
physician no matter what his specialty, unless he 
has special dermatologic training, the only safe rule 
in diagnosis is to disregard entirely the niceties of 
clinical diagnosis and to suspect secondary syphilis 
in any patient with a generalized skin eruption, no 
matter what its duration or appearance, and to tet 
the suspicion by an immediate serologic test of the 
blood. 


OrAL LEsIONS 

Trivial lesions about the mouth lists twenty-three 
diseases of the buccal mucosa with which secondary 
syphilis may be and often has been easily confused 

The list of diseases commonly confused with se- 
ondary syphilis about the female genitalia is les 
lengthy and less formidable, but includes such com- 
mon and simple conditions as herpes progenitalis 
trauma (abrasions), anal fissure, hemorrhoids, 
scabies and venereal warts. 


ALOPECIA 
The hair loss of early syphilis is patchy, moth 
eaten, worse in the hair margins of the scalp, but 
usually involves all body hair as well. 


OcuLar LESIONS 

The common ocular lesions of secondary syphilis 
are iritis (incidence about 5 per cent) and neuf 
retinitis (incidence about 1 per cent). Except in the 
case of iritis papulosa, there is nothing distinctively 
syphilitic about the appearance of either of these 
Syphilis is responsible for from 10 to 70 per cent! 
all cases of iritis, and about 30 per cent of all cass 
of neuroretinitis. 
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LESIONS OF BONES AND JOINTS 

Involvement of the bones and joints in early syphi- 
jis is far more common than is generally supposed. 
Symptoms are more important than signs. The usual 
manifestations are: 1. Osteocopic pains, often noc- 
tual, involving the shafts of all the long bones. 
Localized tender areas may be present on palpation 
though no other abnormalities are obvious. 2. Arth- 
ralgia—dull aching and stiffness of the joints, large 
and small, worse at night or in the morning. There 
are no objective or X-ray changes. 3. Hydrarthrosis, 
ysually involving the knees and ankles. No X-ray 
changes. 4. Actual acute periostitis (commonest in 
the tibia) in which, owing to its acuteness, X-ray 


changes are at first absent. 


THe DiaGNosis OF LATENT, PRENATAL AND 
CONGENITAL SYPHILIS 

By definition, latent syphilis is hidden syphilis. 
Latency begins with the healing (spontaneous or un- 
der the influence of inadequate treatment) of early 
syphilis, and extends for a variable period of time, 
ranging from a few months to a lifetime. The es- 
sential clinical facts regarding it are summarized as 
follows: 1. All syphilitic infections are latent (a) 
at some time, (b) most of the time until ultimate 
break-down; 2. Latent syphilis is not recognizable 
dinically. 3. The diagnosis can only be made by 


serologic tests. 

At any given time at least one-third of all patients 
with syphilitic infection are in the stage of latency. 
There is no way to recognize latent syphilis except 
by serologic tests. In latency, as at other stages of 


the infection, modern serologic tests are from 90 to 
95 per cent efficient in detecting untreated latent 
syphilis, 


PRENATAL SYPHILIS 
What has been said about the diagnosis of latent 
syphilis applies with double force to prenatal syphilis 
and the prevention of congenital infections. The fact 
that pregnancy is good for syphilis is emphasized by 


the complete absence of clinical evidence of infection 
in Many pregnant syphilitic women. In the vast ma- 
jority of them, syphilis cannot be recognized even by 
the most expert observers, except by a routine sero- 
logic test of the blood. 

The justification of such routine serologic testing 
of all pregnant women, whether private or clinic pa- 
Nents, lies here and in the corollary that when syphi- 
lis in the pregnant woman is recognized early enough, 
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syphilis in the child can be prevented with nearly 
absolute certainity. 


CONGENITAL SYPHILIS 

With so many mothers recognized as syphilitic and 
receiving some treatment during pregnancy, out- 
spoken clinical evidence of infantile congenital syphi- 
lis is becoming increasingly rare, and the recognition 
of syphilis in the infant more and more a problem 
of laboratory diagnosis. The fundamental steps in 
the recognition of early congenital syphilis are: 
1. Suspect every baby of a known syphilitic mother, 
whether or not treated before or during pregnancy. 
2. In babies, suspect syphilis in (a) puny, ill- 
nourished, wizened, “won't gain” infants, (b) skin 


rashes of any type, (c) snuffles, (d) ‘“pseudoparaly- 


is. 


THE DIAGNosIs OF LATE SYPHILIS OR TERTIARY 

Late, or tertiary syphilis may attack any part of 
the body. It is obviously impossible, without far ex- 
ceeding the bounds to consider all possible lesions, as 
95 per cent of all patients with late syphilis develop 
lesions in one or more of six systems, the mucocuta- 
neous structures, the bones and joints, the liver, the 
heart and aorta, or the nervous system characterized 
as: 1. solitary or few lesions; 2. asymmetry; 3. 
induration, deep palpable infiltration; 4. indolent, 
low-grade inflammatory processes; 5. arciform poly- 
cyclic borders forming segments of circles, both in 
individual lesion and in configuration of groups; 
6. sharp margination, “punched out” ulcers; 7. tissue 
destruction and replacement with or with ulceration; 
8. central or one-sided healing with peripheral ex- 
tension; 9. superficial, atrophic, noncontractile scar 
with arciform configuration or original lesion; 10. 
persistent peripheral hyperpigmentation. 


NEUROSYPHILIS 

In the neurologic domain, diagnostic confusion be- 
tween syphilis and other diseases is more frequent 
than at any other stage of the infection. Four non- 
syphilitic diseases may closely mimic acute syphilitic 
meningitis; seventeen other conditions may be clini- 
cally indistinguishable from the catch-basket mani- 
festations of late meningovascular neurosyphilis. 


SUMMARY 


The average physician does not have equipment to 
permit him to recognize all the varied manifestations 
of syphilis which may fall within his practice. He 
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can remedy this deficiency, if he will, by (a) keep- 
ing constantly in mind the fact that syphilis is a 
prevalent disease, (b) remembering to what extent 
syphilis may imitate or be imitated by many other 
diseases, (c) familiarizing himself with the names 
of those diseases causing most diagnostic confusion, 
(d) suspecting syphilis when he is confronted with 
any of these diagnostic possibilities, (e) recalling 
that modern serologic tests are 95 per cent efficient 
in the diagnosis of untreated syphilis, and (f) check- 


ing his clinical suspicion by a serologic test of the 
blood. 

These statements apply not only to the general 
practitioner, but also to the specialist, particularly 
when the patient presents symptoms and signs outside 
his special field of interest. 

Modern serological tests are 99.75 per cent speci- 
fic for syphilis and 95 per cent sensitive in untreated 
cases. 

Professional Building. 


CERVICAL DYSTOCIA.* 


ALBERT T. WALKER, M.A., M.D., 


Portsmouth, Virginia. 


Many of our modern text-books on surgery, obstet- 
rics and medicine are illustrated with wood-cuts and 
other obsolete illustrations borrowed and reprinted 
through the years from the original work of our 
medical ancestors. These same books are replete 
with ideas and suggest practices and procedures 
which have remained unchanged over many years 
in the face of progress and of experience to the con- 
trary. And so, this evening, I have chosen to speak 
a few moments on one of the wood-cuts of obstetrics 
—cervical dystocia. 

This subject seems to me to be a very important 
one not so much because of its academic interest as 
of its practical implications. Many Ceserean sec- 
tions and other operative procedures are being done 
throughout the country because ofa so-called cer- 


vical dystocia. A sound knowledge of the structure 


of the cervix and pelvic floor and their supports and 
of the mechanisms and forces of labor would di- 
minish the fear inspired by a slowly dilating cervix 
and result in a decrease in operative interference in 
normal labors. 

Let us review for a moment the histology of the 
cervix and the mechanism of cervical effacement and 
dilatation. The cervix is composed of a stroma of 
interlacing fibers of smooth muscle tissue and con- 
nective tissue arranged in concentric layers enclos- 
ing varying numbers of glands lined by a high mu- 
coid type of epithelium. The lining of the cervical 
canal contains numerous racemose glands lined by a 
high columnar epithelium of the mucoid type which 


*Read before the Norfolk County Medical Society. 
From the Department of Obstetrics, Norfolk Naval Hos- 
pital, Portsmouth, Va. 


dip deep into the stroma. The canal itself is lined 
by a layer of columnar epithelium which fades into 
the squamous type at the vermilion border to form 
the portio vaginalis. 

At about the internal os and for a short distance 
cephalad and caudad the cervix is suspended and 
partially fixed to the lateral and interior pelvic walls 
by the cardinal ligaments, the pubo cervica! fascia 
and other structures of the pelvic floor. These form 
a more or less fixed point which together with the 
cervicai stroma form a smoothly operating mecha- 
nism which reaches the acme of its function in efface- 
ment and dilatation during labor. 


The mechanism and forces of labor involved in 
cervical effacement and dilatation are the downward 
thrust of the amniotic sac and its contents against 
the fixed point and the passive cervix with slipping 
of the cervical musculature cephalad over the pre- 
senting membranes or fetal part. As the uterus con- 
tracts and wedges the forewaters or head further into 
the cervical canal, the canal continues to become 
thinner in its lateral diameter by the slipping of 
the smooth muscle fibers up along the lateral wall 
of the uterus to form the lower uterine segment. 
Complete effacement results in a cervix of paper 
thickness. The external os at this time is still pres- 
ent and may be outlined as a thin tense membrane, 
often only sufficiently enlarged to admit one or two 
fingers. At this point the cervix is said to be effaced, 
and then opening or dilatation takes place. It is 
easily seen that such a cervix does not offer any 
obstruction to labor, so when we speak of the fail- 
ure of the cervix to dilate we ordinarily mean failure 
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of the cervix to efface. The mechanism of cervical 
effacement and dilatation are not comparable to the 
opening of a shutter or enlarging of a rigid canal 
but they occupy two stages, the first leading to a 
complete effacement of the canal by slipping of the 
muscular fibers cephalad to form the thin lower 
uterine segment, and the second the dilating or 
opening of this very thin cervical musculature by 
spreading of the few remaining fibers. If these 
fibers of the thinned-out cervix do not slide easily 
they will be torn apart by the force of the uterine 
contractions transmitted through the presenting part, 
Misdirected at- 
tempts at manual enlargement of the cervix at this 


resulting in cervical lacerations. 


stage also result in deep or superficial cervical lacera- 
tions. 

When we approach the subject from this stand- 
point, we see there is very little chance of the cervix 
arresting the passage of the presenting part. 
cervices with healed or unhealed lacerations with re- 
sulting scar tissue offer no special problem if we 
simply remember the physiology of cervical efface- 
ment and dilatation. 


What I have said of lacerated and scarred cer- 
vices applies equally to the primiparous cervix. Fail- 
ure of effacement and dilatation of the rigid primi- 
parous cervix is common indication for delivery by 
abdominal section. My feeling is, and experience 
has borne this out, that uterine inertia is usually the 
cause of failure of the cervix to become effaced and 
that just as soon as the parturient woman develops 
adequate uterine contractions the canal will become 
effaced and will open regardless of the condition of 
the cervix. 

This very slow effacement of the primiparous cer- 
vix is a rather common experience to all of us and is 
of great practical significance. What are we going 
to do when faced by a patient having frequent and 
annoying uterine contractions who is making no 
progress toward cervical effacement? If there is no 
disproportion, abnormal presentation, or other ob- 
struction to labor, and we can aid the forces of labor 
to the point of producing adequate uterine contrac- 
tions, the cervix will efface and open. This may best 
be accomplished by providing rest and nourishment 
for the parturient woman. She should not be al- 
lowed to tire herself but should be placed at rest 
either with morphine, sodium pentobarbital or some 
other suitable sedative. We have found sodium 
pentobarbital, grs. four and one-half to six, given by 
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rectum, to be very satisfactory in the majority of 
cases. If necessary, this can be augmented by the 
hypodermic injection of morphine, grs. 1/8 to 1/6. 

Nourishment can best be given in the form of car- 
bohydrates which help build up the glycogen reserve 
and increase the tone of the uterine muscle as well 
as the rest of the body muscles. Orange juice with 
karo corn syrup, 100 grams to 1,000 c.c., is an excel- 
lent way of providing carbohydrates. We make it 
routine to supply our parturients with carbohydrates 
by giving them orange juice fortified with karo 
throughout labor. Another excellent source of car- 
bohydrates is hard candy such as one buys at the 
grocery store in glass bottles. If nausea prevents 
the taking of food by mouth, we occasionally resort, 
after sedation, to intravenous glucose 10 per cent in 
solution, to provide the fluid and carbo- 
hydrates necessary to carry the patient through a 
long labor. Surprisingly enough after such a regi- 
men, on waking, the patient will usually start active 
labor with uterine contractions of adequate duration 
and intensity to efface the cervix and insure success- 
ful termination of the labor from below. In fact, 
we frequently find that the cervix will become effaced 
while the patient is sleeping, and on waking her 
labor progresses and terminates very rapidly. 


Ringer’s 


From the foregoing remarks it will be seen that 
we feel that the cervix is a very rare cause of 
dystocia. It is perfectly true that an occasional case 
of true cervical stenosis may offer sufficient obstruc- 
tion to prevent the passage of the fetal head even in 
the presence of adequate contractions but such a 
condition is exceedingly rare. The condition usu- 
ally encountered and considered as dystocia due to 
a rigid cervix is, in reality, either a failure of cer- 
vical effacement due to uterine inertia with con- 
tractions of insufficient intensity and length to fulfill 
their physiological function, but of sufficient severity 
to be very annoying to the patient, or abnormal pres- 
entation such as occiput posterior. Supportive treat- 
ment for the patient with rest induced by sedatives 
and nourishment in the form of easily assimilable 
carbohydrates usually results in a spontaneous termi- 
nation of the labor provided there is no disproportion 
or other obstruction to the passage of the fetus down 
the birth canal. 
should, of course, be handled conservatively and if 


Occiput posterior presentation 
diagnosed early in labor will alleviate any cause for 


alarm at a long labor with a slowly dilating cervix. 
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Ceserean section should be reserved for the very 
rare case of congenital abnormality or post-operative 
stenosis in which the cervical outlet is not available 
as a passage for the fetus. If the indications for op- 
erative interference are sufficiently rigid, there will 
be very few abdominal sections indicated for the so- 
called rigid cervix. 
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This short paper is presented as a plea for more 
conservatism in conducting protracted labors i 
which there is no other reason for interference than 
a rigid cervix. The policy of watchful Waiting, 
coupled with intelligent conservation of the patient’ 
carbohydrate reserve and fatigue level, should govern 
the conduct of labor in this class of patients, 


The functional gastro-intestinal patient exists un- 
der many different labels such as the chronic gastro- 
intestinal invalid, irritable colon, unstable colon, 
nervous indigestion, G. I. vagotonia, and other 
similar terms. In the office practice of the general 
practitioner and internist, these patients will consti- 
tute a larger percentage than any other type of 
chronic complainer. I believe most medical services 
in institutions will agree with this incidence. 

In spite of this high numerical number, it is my 
feeling that these patients do not receive adequate 
investigation into the emotional stresses or the proper 
instruction. After Roentgenological studies have 
been completed and no organic lesions found, we are 
too prone merely to hand them a simple diet list and 
a prescription for a sedative with belladonna and 
wish them well—a wish which never materializes. 

After briefly mentioning the symptoms and physi- 
cal findings, it is my intention to outline what may 
be done for these distressed people. 

The symptoms are manifold and quite bizarre, 
however the great majority will complain of anorexia. 
Some have a capricious appetite. Practically all will 
complain of abdominal distention. Whether the dis- 
tention is in the epigastric region or lower depends 
upon the degree of visceroptosias. Nausea is not un- 
common but it is remarkable to note that vomiting 
is unusual. Many complain of distress over the 
cecum. Constipation is the rule. A small number 
will have alternating constipation and diarrhea. The 
stools are fragmentary and may contain mucus. All 
will complain of lethargy or fatigue and other symp- 
toms common to the psycho-neuroses. 


The physical findings are quite uniform. The 
physique is asthenic or leptic and atonic in type. 


*Read before the Medical Association of the Valley of 
Virginia in Staunton, Va., September 29, 1938. 


FUNCTIONAL GASTRO-INTESTINAL DISEASE.* 


H. G. M.D., 


Covington, Virginia. 


Adams or Boston describes the gastro-intestina] jp. 
valid as entering your office—abdomen first, nose 
second and chest last. The expression is apprehensive 
and the mental attitude is one of much concern, The 
flow of speech is voluminous and concerns only their 
many complaints. The stomach is found to be low 
by percussion. If difficulty is encountered in per- 
cussing the position of the stomach, this may be 
remedied by having the patient drink a glass of 
water. The position of the stomach may then easily 
be elicited. The descending colon is easily palpable 
as a small fibrous cord and has a ropy feeling. Pres- 
sure over this spastic colon elicits pain. Tenderness 
is also encountered over the engorged cecum. A 
lamentable number will exhibit appendiceal scars— 
the work of an over-enthusiastic surgeon who re- 
moved the “chronic appendix”’. Still more horrifying 
is the near-by second scar, which represents the portal 
of entry for the “breaking up of adhesions”. 

X-ray studies reveal a low hanging, fish-hook 
stomach. The small intestine is frequently packed 
down in the pelvis. The cecum is found to be en- 
gorged. The transverse colon sags in a hammock 
fashion. Spasticity of the descending colon and 
sigmoid is a very consistent finding. 

The diagnosis is not difficult. One suspects the 
condition after talking with the patient for five 
minutes, feels certain after a longer history, and 
proves it by X-ray studies. 

The most effective therapeutic weapon is a good 
history. It is from the history that the patient's 
daily schedule is determined and from it one is able 
to make adjustments for the patient. This should be 
explained more in detail. The usual hospital history 
sheet has a caption labeled “Habits” and another 
captioned “Present Illness”. After “Habits” one has 
about four lines which contain some such useless 
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remark as “three cups of coffee, fifteen cigarettes 
daily and alcohol in moderation”. This should be 
made the important part of the history. It should 
contain an hour by hour report of the events in the 
G. I. patient’s daily life. It must relate the hour of 
arising, the speed at which he dresses, consumes 
breakfast and rushes off to work. One must know 
the nature of the occupation and the daily tension 
and emotional drains that confront the patient. It 
is frequently found by such a history that the patient 
gets up at eight A. M., shaves and dresses, grabs a 
milk shake at the drug store and is in his office by 
eight-thirty. While there he is under constant ten- 
sion, eats a sandwich for lunch, gets home about five- 
thirty, very tired, and then proceeds to consume a 
heavy meal on a tired, tense gastro-intestinal tract. 
After the evening meal comes the so-called recreation 
and social obligations which consist of entertaining 
and calling, bridge or poker, frozen salads, sand- 
wiches, coffee, drinks and incessant smoking. Fi- 
nancial, domestic and sexual difficulties must also 
be searched for. With this information at hand the 
doctor should replan the patient’s daily life in detail, 
showing him the adverse conditions under which 
he lives. 

The patient must next be relieved of his phobias. 
He must be assured that no cancer or ulcer exists 
and that his condition results from the emotional 
stresses and strains. This is one class of complainer 
that should be told his trouble in a simple vivid man- 
ner; a diagnosis that he can visualize relieves his 
mind and is a therapeutic aid. A diagnosis of “ner- 
vousness and nervous indigestion”’ is not satisfactory 
to the patient. I also beléeve that such terms as 
“fallen stomach” and “fallen kidney’ denote such 
terrible anatomical relationship in the patient’s mind 
that the invalidism is apt to be prolonged. Pa- 
tients never forget such terms. 

Vacations are most helpful if not practical. The 
Various spas and resorts owe their merit to an atmos- 
phere of tranquility and leisure rather than to the 
charmed waters as once supposed. 

The diet is of paramount importance but may be 
dismissed by saying that it should be a simple high 
caloric low residue diet. The patient should be given 
a printed list of foods permitted, and warned against 
the daily ingestion of bran or spinach which he has 
put himself to great precaution to eat for “the 
bowels”. No water and not over one-half glass of 
liquids should be taken with meals. Fluids further 
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depress the sag in the greater curvature of the stom- 
ach which delays pyloric emptying. This pool of 
static materials causes eructations and distention. 

Drugs play a role but should be restricted to a 
minimum. A mixture of phenobarbital and _ bella- 
donna after meals certainly takes some tension from 
the patient and the lower intestinal tract. Frequent 
sedatives in small quantities are preferable to stupe- 
fying doses each night. Of course the vitamins play 
a role in this disease too. A deficiency of vitamin A 
should give no concern, because milk and butter are 
given in large amounts. A deficiency of vitamin C 
may be prevented with orange juice. Vitamin B is 
indicated because of the generalized muscular atonia 
and the atonia of the upper G. I. tract. Alkalis are 
mentioned only to be condemned. The physiology 
of the stomach is such that the presence of an alkali 
stimulates the mucosa to secrete excess acid for neu- 
tralization purposes. The altered pH of the gastric 
contents is on an emotional basis and should be con- 
trolled as such. Higgins of The Cleveland Clinic 
claims that an alkaline urine plus a vitamin A de- 
ficiency predisposes to renal calculi. 

An anti-constipation regimen should be instituted. 
Such a regimen may consist of mineral oil, night 
and morning. It is permissible to start with such a 
laxative as fluid cascara with the oil at the beginning 
and give it in gradually decreasing amounts until 
it is eventually eliminated from the schedule. 

A convenient hour for evacuation should be de- 
termined by the patient and an attempt to have a 
bowel movement at this hour must be carried out 
daily until success is attained. If the patient goes 
two days without sucess from his efforts, an enema 
may be used. Eventually the enema and cascara 
will be unnecessary. If the urge for defecation is 
present and it does not conform to the selected hour, 
it should be postponed if possible. The patient 
should be informed at the onset that the elapse of a 
day without a bowel movement is of no great moment. 

In closing, I wish to state that this discussion is 
intended as a plea for a better history and better 
regulation of our chronic dyspeptics. Handling pa- 
tients in such a manner is certainly time-consuming, 
often requiring hours, and taxes the patience of the 
most even-tempered. The physician is well paid for 
his efforts though, as he witnesses them return to a 
state approximating normal. These people are most 
grateful. 

Dew Building. 
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Correspondence 


Treatment of Undulant Fever. 
Staunton, Va. 


April 4, 1939 


To THE EpitTor: 


In the issue of the Vircinta MEDICAL MONTHLY, 
the official publication of the Medical Society of Vir- 
ginia, Volume 66, No. 4, 1042, April, 1939, at page 
243, under the heading, “Truth about Medicine,” 
subheading, ‘Propaganda for Reform’’—‘Recent 
Developments in the Treatment of Undulant Fever’, 
is the statement “The increased recognition and in- 
cidence of undulant fever has fortunately been asso- 
ciated with new and improved methods of treating 
this disease in both its acute and its chronic form.” 

Permit me first to suggest that all local, public 
and private laboratories be equipped with Huddle- 
son’s test for the early, quick and certain diagnosis 
of this disease. I have found this test most reliable 
in every instance, and have had it checked with the 
tests at the state laboratories. The diagnosis may be 
made almost immediately. 

Second, permit me to caution against the use of 
the sulfanilamide remedies unless careful check of 
the blood and urine is made at least every day during 
the administration of these remedies. It is well to 
consider carefully in every instance the use of the 
Neo-Prontosil hypodermically or intramuscularly, in- 
stead of the per orem administration of sulfanila- 
mide. This is a more efficient, more certain, and 
less toxic means for the administration of the drug. 

I seriously advise the administration of the anti- 
melitensis serum provided by Sharp & Dchme, Phil- 
adelphia. Recent intravenous use of this serum by 
the writer was attended by most gratifying results. 

Caution in the administration of the serum is 
urged. Previous tests for any untoward effect or 
anaphylactic phenomena should be practiced. I sug- 
gest also (and I am of the opinion that this is of 
decided value) the per orem administration of a suit- 
able dose of ephedrine before the serum is adminis- 
tered in every case. A solution of adrenalin should 
be available for instant use if serious evidences of 
anaphylaxis develop. It is thought that administra- 
tion of the ephedrine previously to the intravenous 
administration of the serum is a wise and convenient 
precautionary measure. 

MarsHALt J. Payne, M.D., F.A.C.S., F.1.C.S. 
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Public Health Statistics 


I. C. Riccin, M. D., 
State Health Commissioner of Virginia, 


The report of the Bureau of Communicable Djs. 
eases of the State Department of Health for March 
1939 compared with the same month in 193§ fo. 


lows: 

1939 1938 
Typhoid and paratyphoid fever 17 ll 
62 70 
fever ........-.. 173 
Measles 1,564 2,403 
Poliomyelitis 0 5 
Rocky Mountain spotted fever 0 0 
Typhus fever ____________- 0 0 
Undulant fever __- 2 0 
Tularemia 0 4 


VALUE OF PRENATAL CLINICS IN RURAL 

Medical care in rural prenatal clinics now can be 
evaluated on the basis of available clinic reports, A 
preliminary estimate of the maternal mortality rate 
for the first two thousand consecutive clinic cases, 
involving medical services in all the rural clinics, 
indicates that the number of maternal deaths in this 
group was less by one-half than for the State at 
large. Of these cases, 52.4 were white and 47.6 
colored. 

The percentage of indigent patients referred to 
the clinics because of previous or existing pathology 
was unusually high. Consequently, a reduction of 
the maternal mortality rate in this general group ap- 
pears to be significant. 

To date, many more than two thousand patients 
have received service in the clinics. A more com- 
plete report of the results of this work will be pre- 
pared when further tabulations are possible. Ob- 
viously, the study of a larger group will make the 
conclusions more accurate. 

However, the clinic experience to date confirms the 
well established fact that adequate prenatal care of 
itself can markedly reduce maternal mortality. When 
this care is followed by good obstetrical service at 
delivery even more satisfactory results will be ob- 
tained. 

In addition to the direct service to patients, al 
important feature of the clinic activity is the educi- 
tion of the general public. Through demonstration 
of the results accomplished by proper prenatal cafe 
of indigents, many persons of higher economic levels 
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in the clinic areas are realizing more than ever the 
desirability of seeking such care from their own 
physicians. Assistance given by local women’s or- 
ganizations in the work of the clinics has largely 
been responsible for this reaction. 

That the educational work is progressing is con- 
firmed by statements of private physicians. In prac- 
tically all rural areas in the State in which prenatal 
dinics for indigents have been regularly conducted 
for a Year or more, private patients in increasing 
numbers are seeking prenatal care from practicing 
physicians. 

In order that available scientific medical practices 
be more generally applied, the public needs con- 
tinued education in the value of proper maternal 
care. This means that private physicians, health 
agencies, and others interested in this problem must 
continue their efforts for some time to come. 


Woman’s Auxiliary 
to the 


Medical Society of Virginia 


President—Mrs. HAWES CAMPBELL, Venter. 

President-Elect—Mrs. Henry A. LATANE, Alexandria. 

Corresponding Secretary—Mrs. PAUL PEARSON, Aylett. 

Recording Secretary—Mnrs. E. LATANE FLANAGAN, 3413 
West Franklin Street, Richmond. 

Treasurer—Mrs. REUBEN F. Simms, 2502 Hawthorne 
Avenue, Richmond. 

Chairman, Press and Publicity—Mrs. Witpert E. 
BuTer, 217 East Indian River Road, Norfolk. 


To Our Co-Workers! 

The year is half spent, and October is fast com- 
ing on, and we have much to do! 

The fine reports read at our Mid-Winter Board 
Meeting on the first day of March showed splendid 
work thus far—a firm foundation has been strongly 
laid and now to raise our structure on health lines, 
peace and good will needs but a united effort, and no 
slowing up! 

Spring brings many pleasant reminders—this is 
the season to be up and doing great things, those that 
bring beauty to the eye, and health and happiness 
for the whole body. It also reminds us that this is 
the time to observe Doctor’s Day. It is fitting that 
we should pause in our rush at least once a year and 
pay tribute to our Doctor’s of yesterday and today. 
Be it said to our shame they are often denied the 
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flower they so often crave while living, and the huge 
wreath bestowed in death does little to atone. 

We shall always be grateful to that far-seeing 
Georgia woman in whose brain the idea was born. 
Doctor’s Day arouses us to honor the profession 
present and past, to study and commemorate its pro- 
motion of human health and happiness through the 
ages, and through its observance to express our ap- 
preciation and respect and love for the members of 
the Medical Profession. 

I feel perhaps no more fitting tribute might be 
paid our own Virginia Doctors than to expand the 
horizon of our Local Auxiliaries; so let’s think to- 
gether on Expanding the Horizon of our Auxiliaries. 

These are serious times in many ways for every 
calling but especially for our profession. Our 
doctors face serious problems all the time—for what 
is more serious than the practice of medicine, or 
the art of surgery. Think if you please of the re- 
sponsibility a physician has on his shoulders. Does 
not health and happiness and life itself depend 
upon his ability to diagnose a condition, to apply 
the specific remedy? To keep their nerves steady 
and their minds clear, can we not expand our think- 
ing and have a big part in helping with this? 

Let us never forget to them has been intrusted 
the almost devine art of healing the sick, ushering 
into the world a new life, and giving cheer to an 
earth-tired spirit. And because of this sacred trust 
that is theirs is it not our duty to encourage them 
and to lend every effort that they fit themselves for 
their work, and do all in our power to relieve them 
of unnecessary responsilities, that the science of 
medicine might be advanced ? 

We should with our years of experience as Doc- 
tors’ wives do all we can to encourage, advise, and 
assist those who are fitted for practice, and forever 
drive from the fields of medicine and surgery those 
who are a nuisance to life and health and an insult 
to the noble calling. How may this be done—the 
opportunity offers itself as you take your place on 
health committees of P.T.A. organizations, Woman’s 
Clubs, Home Demonstrations Clubs and your gen- 
eral contact with society. 


May I urge you never lose an opportunity to warn 
others of the dangers of the quack, the cosmetic 
specialist who is ever in our land seeking those whom 
he may devour. The guest speaker at our recent 
board meeting in Richmond told of women who were 
spending their husband’s hard earned cash, paying 
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as much as $2.50 a jar for cosmetic creams that, when 
analyzed contained exactly thirteen cents worth of 
ingredients—seven cents worth of some foundation 
cream, and six cents worth of perfume and other 
chemicals. We need then to expand our thinking and 
judgment. 

We must be constantly alert and educate our- 
selves in order that we may spur our Doctors on to 
keep abreast of scientific research that those who 
are looking to them and to us for guidance in health 
problems may not be betrayed and that our doctors 
may be helped through our efforts. 

May I dedicate this little rhyme I composed to all 
living Doctors today, and to the memory of those 
who have finished their work here and passed on to 
a larger field of usefulness. I have called it— 


Our CREED 
For the Doctors, loved ones, friends 
And all within our reach 
We aim to have a healthier world 
As we each other teach. 


Our Auxiliary must lead in service 
To carry forth this plan, 

That clearer minds with justice 
May join us heart and hand. 


That health may be a leading force 
To all with whom we work 
Demands cooperation everywhere 
And duty never shirk. 
We need to study well the ways 
That health laws be applied 
And stronger children, yet unborn 
May bless the plan we tried. 
Then, “Laugh, and Love, and Lift’ 
As on through life we go, 
The lines of old are still so true 
“We'll reap just what we sow.” 
(Mrs. Hawes) Cocke CAMPBELL. 
The Auxiliary to the James City Medical 
Society 
Held its last meeting at the home of Mrs. E. B. 
Kilby, Toano, with nine members present. The pres- 
ident, Mrs. Fred Person, presided. During the 
business session, plans were discussed for a benefit 
movie to be given sometime in April. Following this, 
there was a social hour. The next meeting will be 
held at the home of Mrs. C. E. Holderby in Wil- 
liamsburg. 


The Petersburg Medical Auxiliary 
Entertained at a tea on March 14, in the home 
of Mrs. Herbert C. Jones, for the nursing staff and 
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the pre-clinical students of Petersburg Hospital. 
Patrick’s decorations were used and the green ang 
white color scheme was carried out. Mrs. Alley 
Barker, retiring president, and Mrs. Jones received 
the guests with other members of the Auxiliary, My: 
Meade Edmunds and Mrs. F. J. Wright presided at 
the tea tables. A silver vase was presented by the 
Auxiliary to Mrs. Barker who was leaving to make 
her home in Roanoke. 


The Auxiliary to the Northampton-Accomac 

Medical Society 

Held its regular meeting on April 4 at “Stockley” 
the home of the State Vice-President, Mrs, Griffin 
W. Holland, at Eastville, with twenty-three members 
present. The Auxiliary was honored by having pres. 
ent Mrs. Hawes Campbell, State President, who was 
the guest speaker. A short business meeting was 
followed by a delightful program, consisting of a 
violin solo by Mrs. Polk Kellam, accompanied by 
Mrs. Wm. Lee Cosby; a reading “Some Facts Con- 
cerning a Few of the Doctors of Yesteryears of 
Northhampton and Accomac Counties” by Mrs. Wil- 
liam Bullitt Fitzhugh and read by Mrs. J. Mortimer 
Lynch; songs by Mrs. John von Kesternen; a talk 
by Mrs. Campbell on “What Our Auxiliary Means 
to the Profession”; and a reading by Mrs. E. W. P. 
Downing. At the conclusion of this program, a s- 
cial period followed with the serving of delicious re- 
freshments. 

Plans were made to entertain the physicians of 
the two counties at a joint picnic at “Wilkins Beach” 
in July. 

The meeting was in charge of the President, Mrs. 
J. Fred Edmonds, of Accomac. 

(Mrs. HoLLAND) CATHERINE R. TROWER, 
Chairman, Press and Publicity. 


Radio Health Broadcasts. 

May 3—Healthier Babies—Daily routine of the 
healthy baby; medical supervision; feeding. 

May 10—Healthier Mothers—General advice for 
the expectant mother—good for girls and boys © 
know about. 

May 17—The Doctor's Workshop—The place of 
the hospital in the health program of individual and 
community. 

May 24—Toddlers, 1939—The preschool child 
and the health and personality problems of that age 

May 31—Checking Up on Health — Periodit 
health examination and what follows and why. 
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Truth About Medicine 


In addition to the articles previously enumerated, the 
following have been accepted by the Council on Pharmacy 
and Chemistry of the American Medical Association: 


Eli Lilly & Co. 
Ampoules Solution Liver Extract Purified, 1 cc.—Lilly 
15 U.S.P. Units per ce. 


E. R. Squibb & Sons. 
Concentrated Antipneumococcic Serum—Squibb, Types 
V and VII. 
Concentrated Antipneumococcic Serum—Squibb, Types 
IV and VIII. 


The Upjohn Co. 
Tablets Cinchophen, 5 grains. 
Tablets Cinchophen, 7% grains. 


New and Nonofficial Remedies 


The following products have been accepted by the 
Council on Pharmacy and Chemistry of the American 
Medical Association for inclusion in New and Nonoffcial 
Remedies: 


Antipneumococcic Serum, Refined and Concentrated, 
Types I and II—An antipneumococcic serum (New and 
Nonofficial Remedies, 1938, p. 399) prepared by immuniz- 
ing horses with intravenous injections of the virulent and 
avirulent cultures of type I and type II pneumococci. 
The serum is refined and concentrated by the method of 
Lloyd D. Felton. The concentrated product contains type 
I and type II pneumococcus antibodies. Sterility tests are 
carried out in the manner prescribed by the National In- 
stitute of Health and safety tests are carried out by in- 
jection into white mice and guinea pigs. The product is 
marketed in packages of one syringe containing 10,000 
units each of type I and type II, and in packages of one 
syringe containing 20,000 units each of type I and type II 
pneumococci, each accompanied by a vial of dilute serum 
for the sensitivity test. The Gilliland Laboratories, Inc., 
Marietta, Pa. 


Elixir Amytal, 2 grains per fluidounce—Amytal (New 
and Nonofficial Remedies, 1938, p. 111), approximately 
0.44 Gm. per hundred cubic centimeters, in a vehicle con- 
taining alcohol 30 per cent, glycerin, water and aromatics; 
methenamine, 2 grains per fluidounce, is present for the 
purpose of increasing the solubility of the amytal. Eli 
Lilly & Co., Indianapolis, Ind. 


Elixir Amytal, + grains per fluidounce—Amytal (New 
and Nonofficial Remedies, 1938, p. 111), approximately 
0.88 Gm. per hundred cubic centimeters, in a vehicle con- 
taining alcohol 34 per cent, glycerine, water and aromatics; 
methenamine, 4 grains per fluidounce, is present for the 
purpose of increasing the solubility of the amytal. Eli 
Lilly & Co., Indianapolis, Ind. (J. 4. M. A., March 4, 
1939, p. 843). 


Epinephrine, U.S.P.—Upjohn.—Marketed in vials con- 


taining epinephrine (New and Nonofficial Remedies, 1938, 
p. 230) 0.065 Gm. (1 grain). Upjohn Company, Kalama- 
zoo, Mich. 


Solution Epinephrine 1:1000—Upjohn.—Each cubic cen- 
timeter contains epinephrine (New and Nonofficial Reme- 
dies, 1938, p. 230) 1.0 mg., sodium chloride 7.0 mg., sulfur 
dioxide (as sulfurous acid) not more than 0.6 mg., chloro- 
butanol not more than 5.0 mg., dissolved in distilled water 
saturated with carbon dioxide. It is marketed in pack- 
ages of 1 cc. ampules and 30 cc. vials. Upjohn Company, 
Kalamazoo, Mich. 


Procaine Hydrochloride—The Upjohn Co.—A brand of 
procaine hydrochloride — U.S.P. (New and Nonofficial 
Remedies, 1938, p. 74). The Upjohn Company, Kalama- 
zoo, Mich. 


Ampoule Solution Procaine Hydrochloride % per cent 
with Epinephrine, 5 cc.—Each cubic centimeter contains 
procaine hydrochloride, U.S P. (New and Nonofficial Reme- 
dies, 1938, p. 74) 0.005 Gm.; epinephrine, 0.05 mg.; 
sodium bisulfite, 1.6 mg.; benzoic acid, 0.06 mg.; sodium 
chloride, 8.5 mg.; normal hydrochloric acid, 0.0007 cc.; 
dissolved in distilled water and saturated with carbon 
dioxide. The Upjohn Company, Kalamazoo, Mich. 


Ampoule Solution Procaine Hydrochloride 2 per cent 
with Epinephrine, 1 cc.—Each cubic centimeter contains 
procaine hydrochloride, U.S.P. (New and Nonofficial 
Remedies, 1938, p. 74) 0.02 Gm.; epinephrine, 0.05 mg.; 
sodium bisulfite, 2.6 mg.; benzoic acid, 0.3 mg.; sodium 
chloride, 8.3 mg.; normal hydrochloric acid, 0.0016 cc.; 
dissolved in distilled water and saturated with carbon 
dioxide. The Upjohn Company, Kalamazoo, Mich 


Ampoule Solution Procaine Hydrochloride 2 per cent 
with Epinephrine, 3 cc.—Each cubic centimeter contains 
procaine hydrochloride, U.S.P. (New and Nonofficial 
Remedies, 1938, p. 74) 0.02 Gm.; epinephrine, 0.05 mg.; 
sodium bisulfite, 2.6 mg.; benzoic acid, 0.3 mg.; sodium 
chloride, 8.3 mg; normal hydrochloric acid, 0.0016 cc.; 
dissolved in distilled water and saturated with carbon 
dioxide. The Upjohn Company, Kalamazoo, Mich. 


Solution Procaine Hydrochloride 1 per cent with Epine- 
phrine, 30 cc. Vials —Each cubic centimeter contains pro- 
caine hydrochloride, U.S.P. (New and Nonofficial Reme- 
dies, 1938, p. 74+) 0.01 Gm.; epinephrine, 0.02 mg.; sodium 
bisulfite, 2.1 mg.; benezoic acid, 0.2 mg.; sodium chloride, 
8.4 mg.; normal hydrochloric acid, 0.00125 cc.; chloro- 
butanol, not more than 5 mg.; dissolved in distilled water 
and saturated with carbon dioxide. The Upjohn Company, 
Kalamazoo, Mich. 


Solution Procaine Hydrochloride 2 per cent with Epine- 
phrine, 30 cc. Vials —Each cubic centimeter contains pro- 
caine hydrochloride, U.S.P. (New and Nonofficial Reme- 
dies, 1938, p. 74), 0.02 Gm.; epinephrine, 0.05 mg.; sodium 
bisulfite, 2.6 mg.; benzoic acid, 0.3 mg.; sodium chloride, 
8.3 mg.; normal hydrochloric acid, 0.0016 cc.; chloro- 
butanol, not more than 5 mg.; dissolved in distilled water 
and saturated with carbon dioxide. The Upjohn Company, 
Kalamazoo, Mich. (J. 4. M. 4., March 25, 1938, p. 1157). 
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Editorial 


Walter Reed Day. 

Walter Reed Day, as the annual celebration of 
the Historical Section of the Richmond Academy of 
Medicine is now known, was observed with fitting 
exercises in the auditorium of the Academy on March 
28. These exercises were preceded by a well attended 
dinner in the banquet hall of the Academy, a social 
feature which for several years has brought together 
the members of the Section and their wives for an 
enjoyable evening. The chairman, Dr. J. Shelton 
Horsley, presided. After the announcement of the 
acquisition by the Library Committee of John Clay- 
ton’s Flora Virginica and John Mitchell’s Dissertatio 
Brevis de Principiis Botanicorum et Zoologorum, the 
speaker of the occasion, Dr. Henry E. Sigerist, spoke 
in his usual delightful way on Leonardo da Vinci 
and Renaissance Science. Officers elected for the 
coming year were: Dr. W. B. Porter, Chairman; Dr. 
Randolph Wellford, Vice-Chairman; Dr. E. H. Ter- 
rell, Secretary. In the Board Room an exhibit on 
the history of Egyptian medicine portrayed its geo- 
graphical and historical background, a few of its 
personalities, some of its significant features, its 
medical pantheon, as well as facsimiles of all the 
known medical papyri. Statuettes of the gods and 
other source material were displayed. 

This annual event in the life of the Richmond 
Academy is becoming more popular every year. It 
is the expressed wish of the Richmond group that 


members of the profession elsewhere in the State who 
are interested in the history of medicine identify 
themselves with the Section and enjoy its annual 
celebration. 


The Government Looks at Headache Powders. 

The unceasing activity of the Government under 
the new Food and Drug Act is evidenced in recent 
measures taken to stop the widespread over-the- 
counter sale of preparations containing bromides and 
acetanilide. “B. C. Headache Powders,” “Bromo- 
Seltzer” and “Stanback Headache Powders” are 
among the preparations alleged to be dangerous and 
to violate the new law. The seizure of large quanti- 
ties of these commonly sold “pain killers” is but the 
first step in a court procedure in which Federal 
agents will undoubtedly attempt to show that bro- 
mides and acetanilide in the doses recommended in 
these proprietary preparations are decidedly danger- 
ous. A sufficient number of cases of poisoning can 
be assembled from any general hospital to prove the 
Government’s position. 


The medical profession applauds such activities 
We only wish they could be multiplied a thousand- 
fold. The array of patent medicines on shelf and 
counter which greet the patron of the present day 
apothecary shop is a continuing affront to scientific 
medicine and an insult to the ancient art of phar 
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macy. In the campaign which laymen are now con- 
ducting to help medicine set its house in order too 
little account has been taken of this change which 
has come over the honorable profession of pharmacy. 
In a socio-economic new deal which embraces the 
medical care of the American people, serious con- 
sideration must be given to the fact that annually 
360 million dollars are spent in this country for 
patent medicines, some of them worthless, some of 
them dangerous, most of them bought in ignorance 
and, until recently, sold without fear of serious legal 


restriction. 


Blue Spit. 

Like spring, with perennial freshness and renewed 
vigor, the Virginia Tuberculosis Association once 
again revives the interest of the medical profession 
of the State in the early diagnosis of a disease once 
characterized as the Captain of the Men of Death. 
The activities of the Association are a source of end- 
less wonder to those interested in preventive medi- 
cine and the mass attack upon disease. The phenom- 
enal success achieved in this particular instance is 
due not only to the way in which the early pioneers 
captured the imagination of the public, and to the 
funds which poured into the coffers of the Associa- 
tion, but to the happy results which have followed 
systematic education and the application of known 
laws of communicability and arrest. 

There are many other diseases, such as heart 
disease, cancer, infantile paralysis, rheumatic fever, 
pneumonia and malaria, clamoring for the same 
sort of attack, and yet none of them has made 
quite the same appeal as has the anti-tuberculosis 
campaign. Yet, in spite of all their success, those at 
the helm are continually having to din into our 
ears the slogan that the failure to make an early di- 
agnosis is the outstanding barrier to the more com- 
plete control of tuberculosis. Physicians are urged 
to increase the index of suspicion in thinking of 
this disease. 

It seems to us that it is equally important to con- 
tinue the education of the people and to extend it if 
possible. In Massachusetts it has been shown re- 
cently that almost a third of the sufferers from 
chronic disease who do not secure medical care fail 
to do so because they do not know where to find it, 
or are ignorant of the nature of the facilities that 
exist, or are the victims of quackery and fraud. The 
barrier to successful control of disease is greater 
from the educational than from the economic stand- 
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point. Much has been done to scare people into seek- 
ing medical help. Some of this fear propaganda can- 
not be viewed without criticism. But there is cer- 
tainly truth in an observation long since made that 
our problems with tuberculosis would be simpler if 
the color of its sputum were a bright and astonishing 
hue—blue for instance. 


The Emigré Problem. 

To America, the free and tolerant, many physi- 
cians oppressed in other lands have recently emi- 
grated. From Germany, Austria and Italy more than 
3,000 have come and there are prospects of 2,500 
more. Most of these émigrés are now on the Eastern 
Seaboard, congregated especially in Boston and New 
York. Here they have created an acute problem to 
the solution of which a committee, headed by Dr. 
David Lynn Edsall, Dean Emeritus of Harvard 
Medical School, has addressed itself, 

The Committee has attempted to clear away a 
spirit of antagonism which exists in certain quarters 
where there is distrust of the medical education and 
medical ethics of the newcomers, and fear of their 
competition in a field already believed to be over- 
crowded. To arrest what the Committee calls a 
chauvinistic and nationalistic agitation, it is pointed 
out that a substantial proportion of the physicians 
are among the most talented members of the pro- 
fession, that they are especially anxious to avoid 
competition with American physicians and as a class 
are neither aggressive nor self assertive. The Com- 
mittee hopes that the congestion in the cities of Bos- 
ton and New York may be relieved not only by 
placing certain specialists from among this group 
in positions of usefulness in our American medical 
colleges, but by distributing the larger number into 
certain parts of this country, particularly rural areas, 
where physicians are not now practicing. It is in- 
dicated that a number of émigrés are anxious for 
just this sort of general practice. 

The work of the Committee might not be any 
harder than it seems at first glance, but for the fact 
that already forty-two states in this country have 
taken legislative action excluding these physicians 
from practicing in them. It is hoped that in the re- 
maining six states the doors will remain open and 
that in some of these already closed ways may be 
found to permit the absorption of these homeless 
ones by the profession. The whole subject needs in- 


telligence not emotion for its solution. 
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Proceedings of Societies 


The Southwestern Virginia Medical Society 

Held its annual Spring meeting in Bristol, April 
13, 1939, with the President, Dr. H. W. Bachman, 
presiding. The afternoon sessions, held at the Gen- 
eral Shelby Hotel, included the following papers: 
Some Spleen Cases—Dr. Alfred P. Jones of Roan- 
oke; The Relation of Degenerative Disease to In- 
dustrial Efficiency—Dr. William K. Vance, Jr., of 
Bristol; Hemangioma of the Vertebrae—Dr. F. H. 
Smith, of Abingdon; Carcinoma of the Cervix 
Uteri—Dr. Wright Clarkson, of Petersburg; and 
Group Medical Service for Farm Security Families 
—Dr. F. V. Meriwether, Assistant Medical Director 
of the Farm Security Administration. 

Fifty members in attendance for the evening ses- 
sion heard Dr. Frank L. Apperly, Professor of 
Pathology, Medical College of Virginia, Richmond, 
give an address on “Pathological Physiology of the 
Kidney”. 

The Society accepted the proposal of the Farm 
Security Administration for the medical, surgical and 
hospital care of 1,100 families in Southwestern Vir- 
ginia receiving aid from the Administration. 

New members received at this meeting are: Dr. 
William R. Bishop of Front Royal; Drs. Eldridge 
C. Simmons, W. A. Barker, A. D. Shapiro and Wil- 
liam L. Sibley of Roanoke; Dr. J. A. Wagner of 
Bland; Dr. J. A. Wolfe of Abingdon; and Dr. 
Erwin S. Berlin of Rural Retreat. 

James P. Kino, Secretary. 


The Medical Society of Northern Virginia, 
At its meeting on April 11, elected Dr. O. W. 
Carper of Front Royal as president, Dr. R. W. 
Stoneburner of Edinburg as vice-president, and re- 
elected Dr. J. E. Harris of Winchester as secretary- 
treasurer, an office he has held for a number of 
years. New members elected are: Dr. James T. 
Rountree of Front Royal, Dr. F. W. Gearing of 
Woodstock, and Dr. M. J. W. White of Luray. 


The Northampton County Medical Society 
Met on April 10th, at which time Dr. I. C. Riggin, 
State Health Commissioner, was guest speaker and 
talked on the subject of clinics. Dr. H. L. Denoon 
was appointed to represent the Society on the State 
Cancer Committee. Delegate and alternate were also 


named for the meeting of the State Society in Rich. 
mond in the fall. 

This Society, in cooperation with the County 
Board of Health, is conducting four venereal disease 
clinics in the county. 

Dr. W. J. Sturgis is president and Dr. W. Carey 
Henderson is secretary. Both are of Nassawadox 


The Roanoke Academy of Medicine 

Held its regular monthly meeting on April 3, 
Dr. Joseph E. J. King, Director, Neuro-Surgery. 
New York Polyclinic Medical School and Hospital, 
spoke on “Epidermoids Involving the Skull”, His 
talk was illustrated with lantern slides. Dr, Hugh 
H. Young, Professor of Urology at Johns Hopkins 
Hospital, gave a talk on “Medical and Surgical 
Problems of the Prostate of General Interest”. Mo- 
tion pictures in color and lantern slides were shown 
in connection with this. 

The usual social hour followed. Dr. W. W. S. 
Butler is president and Dr. A. C. Davis, secretary. 


The Patrick-Henry Medical Society 

Held its regular quarterly meeting at the Henry 
Hotel, Martinsville, on Friday, April 14 at 7:00 
P. M. This meeting was had at this time so as to 
coincide with the last meeting of the postgraduate 
course in Internal Medicine which the society had 
been having for the past five weeks. Dr. Staige 
Blackford of the University of Virginia addressed 
the Society on “Gall Bladder Disease and its Man- 
agement”. 

Dr. John A. Shackelford and Dr. R. H. Walker, 
both of Martinsville, are president and secretary- 
treasurer, respectively. 


Lynchburg Academy of Medicine. 

The regular meeting of the Academy was held 
April 3 in the Elks’ Club, Lynchburg, with the 
President, Dr. S. E. Oglesby, presiding. Dr. C. E 
Keefer is secretary. 

Mr. John Buck, psychologist at State Colony, 
Virginia, was elected to associate membership. 

Dr. A. I. Dodson, Professor of Urology, Medical 
College of Virginia, Richmond, appearing as guest 
speaker, presented a very illuminating and thorough 
paper on “Medical Management of Urinary Cal- 
culi.” 
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Dr. R. V. Funsten, University of Virginia, was 

announced as next guest speaker. His subject will be 

“Low Back Pain.” 

Medical Association of the Valley of Vir- 
ginia. 

At the last meeting of this Association, the fol- 
lowing officers were elected: President, Dr. Fred- 
erick Gochnauer of Upperville; vice-presidents, Dr. 
Joseph L. Wright of Harrisonburg and Dr. William 
P. Gilmer of Clifton Forge; treasurer, Dr. H. G. 
Middlekauff of Weyers Cave; and secretary, Dr. 
Harold W. Miller of Woodstock. 


The James River Medical Society 

Held its regular meeting at Cumberland, April 12, 
with Dr. J. Morrison Hutcheson of Richmond, guest 
speaker, giving a talk on pneumonia. There was a 
good attendance of members and visitors from near- 
by places. This Society, which is composed of doc- 
tors from Buckingham, Cumberland and Fluvanna 
Counties, holds quarterly meetings, the next of which 
will be on July 12 at Arvonia. Dr. J. H. Yeatman 
of Fork Union is president, Dr. Nash P. Snead of 
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Ore Bank, secretary-treasurer. 


The Amelia County Medical Society, 

A unit of the Fourth District Medical Society, 
held its annual meeting at Amelia Court House on 
April 18. Dr. James T. O'Neal was elected to mem- 
bership and Dr. James McLean Rogers, formerly of 
Amelia but now a medical missionary to Korea on 
furlough in the States, was voted to non-resident or 
associate membership. Dr. J. M. Habel of Jeters- 
ville was elected president and Dr. James L. Hamner 
of Mannboro was re-elected secretary-treasurer. 
Delegate and alternate to the Richmond meeting of 


the State Society were also named. 


The Norfolk County Medical Society 

Held its Annual All-Day Clinic on April 12, at 
St. Vincent’s Hospital. The morning and afternoon 
were taken up with clinics and reports by the mem- 
bers of the Society. Following dinner at the Town 
Club, an address was delivered by Dr. Henry M. 
Thomas, Jr., Visiting Physician to Johns Hopkins 
Hospital, Baltimore. 


News 


Notes 


Richmond Meeting, Medical Society of Vir- 
ginia. 

Following some of the suggestions received through 
the questionnaires sent members the first of the 
year, the Program Committee of the Society has de- 
cided to have a third guest speaker at the Richmond 
meeting, October 3-5, in addition to the two usually 
invited by the President. Other innovations planned 
are to shorten sessions generally, to have the Council 
meeting on Tuesday afternoon instead of in the fore- 
noon as previously, and the first meeting of the 
House of Delegates that evening at 7:30 p. m. 

The general and scientific sessions are scheduled 
to open on Wednesday, the 4th, at 10:00 a. m., at 
which time the President, Dr, Alex F. Robertson of 
Staunton, and one of his guests will speak. There 
will be medical and surgical sections in the after- 
noon. Wednesday evening has been set aside for 
alumni and special society dinners and meetings, so 
there will not be the rush to get back to meeting 
halls as has been the case with luncheon meetings. 
The sessions will start at 9:30 on Thursday, and 


will include a guest and papers by three members. 
Beginning at 2:30, there will be a third guest speaker 
and round table discussions will follow. By defer- 
ring the subscription dinner and entertainment to 
Thursday evening, it is hoped there may be a sus- 
tained interest throughout the meeting instead of the 
dwindling number usually present at the closing 
session. 

The Program Committee is much interested in 
having this meeting appeal to the membership gen- 
erally and counts on the cooperation of each one. 


The Virginia Obstetrical and Gynecological 

Society 

Held its annual travel meeting in Boston on April 
3 and 4, with the president, Dr. C. J. Andrews of 
Norfolk, presiding. Besides Dr. Andrews, those at- 
tending were Drs. M. B. Savage and P. E. Thorn- 
hill of Norfolk, Dr. Waverly R. Payne of Newport 
News, Dr. T. J. Williams of the University of Vir- 
ginia, and Drs. Wm. Bickers, W. H. Evans, M. P. 
Rucker, H. H. Ware and J. M. Whitfield of Rich- 
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mond. These doctors were guests of the Harvard 
Medical School on Monday, attending clinics by 
Dr. F. C. Irving and his staff at the Boston Lying- 
In Hospital. On Tuseday morning, they attended 
clinics at the Free Hospital for Women, conducted 
by Dr. Frank Pemberton and his staff, and that 
afternoon they were guests at Dr. Louis Phaneuf’s 
clinics at Carney Hospital. This travel meeting was 
most instructive as well as enjoyable. 


American Medical Association. 

The official call has been issued for the ninetieth 
annual session of the American Medical Association, 
to be held in St. Louis, from Monday, May 15 to 
Friday, May 19. The House of Delegates will con- 
vene on the 15th and the scientific assembly will 
open with the general meeting on the 16th, at 8:30 
p. m. The various sections will begin on the 17th. 


News from the Medical College of Virginia. 

Dr. Lewis E. Jarrett, Director of the Hospital 
Division, attended the Southeastern Hospital Con- 
ference in Jacksonville, Florida, April 13-15. He 
gave a paper on “Essential Points in Hospital Con- 
struction and Maintenance”’. 


Dr. Frank L. Apperly, Professor of Pathology, 
attended the meeting of the Southwestern Virginia 
Medical Society at Bristol, on April 13. He spoke 
on the “Pathological Physiology of the Kidney”. 


The American Society of Bacteriologists and 
Pathologists met in Richmond April 5-6-7, the col- 
lege acting as host. Dr. Frank L. Apperly, professor 
of pathology, and Dr. Frederick W. Shaw, professor 
of bacteriology, were in charge of arrangements for 
the meeting. 


President Sanger attended the annual meeting of 
-the Roanoke Alumni Chapter on March 29, speak- 
ing on the present construction program of the col- 
lege and its future outlook. 


Contract for the general construction of the new 
hospital building has been awarded J. Slotnik Com- 
pany of Boston, Massachusetts, in the amount of 
$929,500.00. 


The John and Mary R. Markle Foundation of 
New York has made an appropriation of $3,000.00 
for studies of liver poisons in the department of 
biochemistry. This research project is under the di- 
rection of Dr. J. C. Forbes, associate professor of 
biochemistry. 


As a memorial to her son, Dr. Benjamin Hodges 
Frayser, a loan fund for medical students jp the 
amount of $2,000.00 has been established here by 
Mrs. Annie R. F. Frayser of Norfolk. 


Dr. Morris Fishbein, Editor of The Journal oj 
the American Medical Association, was the guest of 
the college on April 21. Dr. Fishbein addressed the 
student body at noon, the program being held in the 
old First Baptist Church. This is the first time the 
property has been used since its acquisition by the 
college. 


Dr. Harry Bear, dean of the school of dentistry. 
was elected president of the American Association 
of Dental Schools at its sixteenth annual meeting in 
Cleveland last month. 


A tumor clinic has been established as a regular 
unit of the outpatient department of the college. The 
clinic is under the direction of a committee com- 
posed of Dr. George Zur Williams, associate pro- 
fessor of pathology, as director; Dr. I. A. Bigger, 
professor of surgery; Dr. Frederick B. Mandeville, 
professor of radiology; Dr. Randolph H. Hoge, as- 
sistant professor of surgery; Dr. Benjamin W. 
Rawles, Jr., instructor in surgery; with Dr. Lewis 
E. Jarrett, Director of the Hospital Division, and 
Dr. Frank L. Apperly, professor of pathology, as 
ex-officio members of the committee. This clinic 
will enable indigent patients to secure diagnostic 
and therapeutic treatment. For the present it is 
planned to hold the clinic three times a week. Dr. 
James Ewing, Director of the Memorial Hospital 
for the Treatment of Neoplastic and Allied Diseases, 
of New York, met with the staff members at the 
meeting for organization and set up of the new clinic. 


Dr. W. T. Sanger, President, attended the Duke 
Centennial celebration April 21-22. 


News from University of Virginia, Depart 
ment of Medicine. 

On March 14, Dr. John Moyer Meredith ad- 
dressed the Postgraduate Clinic sponsored by the 
Patrick Henry Medical Society, meeting at Martins- 
ville. His subject was Headache. 


Dr. J. Edwin Wood spoke before the Raleigh 
County Medical Society, meeting at Beckley, West 
Virginia, on March 16. He discussed Recent Studies 
in Experimental Hypertension and Their Relation 
to the Treatment of Clinical Hypertension. 
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Dr. Fletcher Woodward presided at the scientific 
meetings for Nose and Throat of the American Col- 
lege of Surgeons in Baltimore on March 16. 


On March 24, Dr. H. B. Mulholland delivered 
the third lecture in a Postgraduate Course in In- 
ternal Medicine in Alexandria, under the auspices 
of the Division of Extension of the University of 
Virginia. He spoke on Acidosis, Alkalosis and De- 
hydration. 


Dr. W. W. Waddell addressed the University of 
Virginia Medical Society on March 27 on the sub- 
ject The Effect of Vitamin K on the Prothrombin 
Time and Clotting Time in the Newborn, with Spe- 
cial Reference to Unnatural Bleeding in the Neo- 
natal Period. 


On April 4, Dr. C. C. Speidel addressed the 
New York University Chapter of Sigma Xi on Liv- 
ing Tissues in Action. His talk was illustrated 


with motion pictures. 


On March 31, Dr. Staige D. Blackford delivered 
the fourth lecture in a Postgraduate Course in In- 
ternal Medicine in Alexandria, under the auspices 
of the Division of Extension of the University of 
Virginia. His subject was Nutritional Diseases and 
Their Treatment. 


Dr. David Russell Lyman, of Wallingford, Con- 
necticut, addressed the University of Virginia Chap- 
ter of Alpha Omega Alpha on April 11. He dis- 
cussed Some Aspects of Medicine Not in The Cita- 


del. 


Dr. H. B. Mulholland addressed the Postgraduate 
Clinic sponsored by the Patrick Henry Medical So- 
ciety, meeting at Martinsville on April 4. His sub- 
ject was Pneumonia. 


On April 5, Dr. L. T. Royster gave two addresses 
before the Gill Graduate Clinic in Roanoke. He 
spoke on The Diagnosis and Treatment of Laryngeal 
Diphtheria and on Ear, Nose and Throat Infections 
as Related to Pediatrics. 


News from Duke University School of Medi- 
cine, 


On March 24 and 25, a Postgraduate Clinic on 
the Management of Syphilis, under the sponsorship 
of the North Carolina State Board of Health and 
Duke University was held. The following speakers 
appeared on the program: Dr. John H. Stokes, 
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of the University of Pennsylvania School of Medi- 
cine; Dr. Harold N. Cole, of Western Reserve Uni- 
versity School of Medicine; Dr. W. P. Richardson, 
District Health Officer, Chapel Hill, N. C.; Dr. 
Wm. deB. MacNider, of the University of North 
Carolina School of Medicine; Dr. Joseph Earle 
Moore, of the Johns Hopkins University School of 
Medicine; Dr. Paul O’Leary, of the Mayo Clinic; 
Dr. Roy Norton, of the University of North Caro- 
lina School of Public Health; Dr. Carl V. Reynolds, 
of the North Carolina State Board of Health; Dr. 
R. A. Vonderlehr, Assistant Surgeon General, Chief, 
Division of Venereal Diseases; Dr. Norman R. 
Ingraham, of the University of Pennsylvania School 
of Medicine; Dr. P. C. Jeans, of the University of 
Iowa School of Medicine, and Dr. E. R. Hardin, 
Health Officer, Lumberton, N. C. 


On April 13, John Elliott, of Salisbury, N. C., 
gave a lecture to the staff and students in the Hos- 
pital Amphitheatre on Blood and Plasma Transfu- 
sion. 


Specialists to Meet in Chicago. 

The forty-fourth annual convention of the Ameri- 
can Academy of Ophthalmology and Otolaryngology 
will be held in Chicago, October 8-13, at the Palmer 
House. 

The Academy has a membership of about 2,800 
eye, ear, nose and throat specialists and the attend- 
ance at meetings is usually well over 2,000. It is 
said to be the largest organization of specialists in 
the United States. 

About half the program is devoted to formal ad- 
dresses, but fully half the week’s activities consist 
of “instructional courses,” in which the doctors go 
to school in earnest, with hundreds of eminent spe- 
cialists as their instructors. 

Dr. George M. Coates, Philadelphia, is president, 
and Dr. Albert C. Snell, Rochester, N. Y., president- 


elect. 


Dr. Allen Barker, 

Who has been associated for several years with 
Dr. Wright Clarkson of Petersburg in the practice 
of roentgenology, has located in Roanoke, with offices 
in the Medical Arts Building, where he will continue 
work in his specialty. 


Dr. Ernest T. Trice, 
Of Richmond, has been reappointed as a member 
of the State Prison Board for a term of five years. 
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Dr. Leta J. White, 

Petersburg announces the removal of her office 
from Medical Arts Building to 123 S. Sycamore 
Street, that city. 


Dr. Norris W. Vaux, 

Professor of Obstetrics at Jefferson Medical Col- 
lege, Philadelphia, and Physician in Chief at the 
Philadelphia Lying-in Hospital, was the guest 
speaker before the Norfolk County Medical Society 
at its meeting on March 27, his subject being Anal- 
gesia in Obstetrics. 


Dr. Ballard Norwood, 

Class of ’37, Medical College of Virginia, has been 
appointed health officer of Granville County, N. C. 
He has recently been connected with a C.C.C. camp 
at Greenwod, S. C., and is now training at the Uni- 
versity of North Carolina in county health work, 
preparatory to entering upon his new duties on 


July 1. 


Beware of Salesman 

Wishing to dispose of a new Spencer microscope, 
No. 147810 and an Underwood portable typewriter, 
No. 4B-155109. Dr. Thomas Payne Thompson of 
Aberdeen, Maryland, advises that these were stolen 
from his office on April 7, and he has reason to be- 
lieve they were taken by a drug salesman who may 
try to dispose of them to a doctor. In case of a clue, 
please advise Dr. Thompson, or the police of Balti- 
more, Philadelphia, Wilmington, or Washington. 


Attend Baltimore Meeting. 

Dr. C. J. Andrews of Norfolk and Dr. H. H. Ware 
of Richmond attended the Obstetrical Section of the 
American College of Physicians in Baltimore, March 
15-17, and took part in the symposium on Caesarean 
section lead by Dr. Philip F. Williams of Philadel- 
phia. Dr. Howard F. Kane of Washington, D. C., 
was also on this program. 


Industrial Health Conference in Cleveland. 
The twenty-fourth annual meeting of the Ameri- 
can Association of Industrial Physicians and Sur- 
geons with the American Conference on Occupa- 
tional Diseases and Industrial Hygiene will be held 
at Hotel Statler, Cleveland, Ohio, June 5-8. A pro- 
gram of interest and importance will be presented 
by speakers of outstanding experience in all of the 
medical and engineering problems involved in in- 
dustrial health. A cordial invitation is extended to 


all whose interests bring them in contact with thes 
problems. Information regarding hotel accommoda. 
tions, etc., may be obtained from A. G. Park, Cop. 
vention Manager, 540 North Michigan Avenye 
Chicago. 


Married. 

Dr. Marion Kemper Humphries, Jr., Charlottes. 
ville, and Miss Zaida Pettit Thomas, Wytheville. 
April 15. Dr. Humphries graduated in medicine 
from the University of Virginia in 1937, and is at 
present connected with the University Hospital. 

Dr. John Hampton Miller, Thomas, W. Va., and 
Miss Frances Taylor, Bridgewater, Mass., March 19, 
Dr. Miller is a graduate of the Medical College of 
Virginia, class of ’32 and is at present on the staff 
of the Postgraduate Hospital of New York. After 
June 1, they will be located in Laconia, N. H. 


“Syphilis and Your Town”, 

The second venereal disease folder, has been pub- 
lished by the U. S. Public Health Service. It out- 
lines the essential points of a community control 
program, and, together with the first folder “Syphi- 
lis—Its Cause, Its Spread, Its Cure’, tells the whole 
story of syphilis for the layman. The disease, the 
treatment, the facilities each town needs to find and 
treat syphilis are outlined. Copies of this folder may 
be obtained from the Superintendent of Documents, 
Washington, D. C., the price being $1.00 per hun- 
dred. 


Dr. Arthur D. Knott, 

Formerly of Virginia, but for sometime engaged in 
health work at Parkersburg, W. Va., is now at Smith- 
ville, Ga., where he will be engaged in the practice 
of medicine. 


Dr. S. C. Draper, 
Recently of Pulaski, has moved to Lynchburg and 
has offices at 205 Ninth Street, that city. 


Dr. T. H. Worrell, 

After practicing in Mount Airy, N. C., for the 
past twenty-two years, has retired, and he and Mrs. 
Worrell, after several weeks in Florida, have located 
at their country estate, ““Azaleadell’”’, near Hillsville, 
Va., where Dr. Worrell will take up dairy farming 
as a hobby. 


Dr. Robert M. Caidwell, 


Class of ’36, University of Virginia, Departmett 
of Medicine, son of Dr. J. K. Caldwell of Galas, 
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Va., has taken over the practice of Dr. T. H. Wor- 

rell at Mount Airy, N. C., due to the latters’ retire- 

ment. 

Winner in Fifth Annual Rural Health Con- 
test. 

Arlington County, Virginia, recently received an 
award of merit in the 1938 Rural Health Conserva- 
tion Contest, sponsored by the American and Cana- 
dian Public Health Associations. 


Virginia Tuberculosis Association. 

At the annual meeting of this Association, held in 
Roanoke, on March 31, Mr. J. Vaughan Gary was 
re-elected as president, and Dr. Frank S. Johns and 
Dr. Roy K. Flannagan as first vice-president and 
secretary, respectively. All three are from Rich- 
mond. Other doctors re-elected to the Board of Di- 
rectors are: Dr. Dean B. Cole and Dr. Flannagan, 
of Richmond, and Dr. C. L. Harrell, Norfolk. 


American College of Physicians. 

At the annual meeting of the College, held in New 
Orleans, March 30, Dr. O. H. Perry Pepper, Phil- 
adelphia, was installed as president, and the follow- 
ing officers elected: president-elect, Dr. James D. 
Bruce, Ann Arbor, Mich.; and vice-presidents, Drs. 
Allen A. Jones, Buffalo, N. Y., Gerald B. Webb, 
Colorado Springs, Colo., and J. Morrison Hutche- 
son, Richmond, Va. 


Dr. M. P. Rucker, 

Richmond, was a guest speaker at the first meeting 
of the Greenbrier Inter-State Medical and Surgical 
Society held at White Sulphur Springs, W. Va., on 
April 17. His subject was on recent discoveries and 
experiences in the use of knotless sutures in child- 
birth cases. 

This Society is composed of the counties of Green- 
brier (W. Va.), and Bath and Alleghany (Va.). 


Dr. William R. Berk, 
Formerly of Clinchco, is at present located at 2635 
Park Row, Dallas, Texas. 


The New York Academy of Medicine 
Will hold its Twelfth Graduate Fortnight from 
October 23 to November 3. The subject will be 


“The Endocrine Glands and Their Disorders”. The 
purpose is to make a complete study and authorita- 
tive presentation of a subject of outstanding im- 
portance in the practice of medicine and surgery. 
The program will include clinics and clinical demon- 
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strations at many of the New York hospitals, eve- 
ning addresses, and exhibits. 

The Academy provides this program for the pur- 
pose of medical education and all members of the 
medical profession are eligible for registration. A 
complete program and registration blank may be se- 
cured from Dr. Mahlon Ashford, The New York 
Academy of Medicine, 2 E. 103rd Street, New York 
City. 


Dr. James T. O’Neal, 

Class of °35, Medical College of Virginia, has 
located for general practice in Amelia. He has re- 
cently been in Pennsylvania with a C.C.C. camp. 


National Society for Prevention of Blindness. 

In the annual report of this Society, it is shown 
that during the past thirty years, the campaign to 
eradicate ophthalmia neonatorum has brought about 
a 75 per cent reduction in the number of infants who 
lose their sight at birth. Also great strides in the 
control of syphilis are of particular importance in 
the protection of eyesight as approximately 15 per 
cent of all blindness can be traced to syphilis. 

Sight saving classes are now providing a normal 
education for approximately 8,000 American school 
children, the number of classes having grown to 
589, an increase of thirty-one over the year before. 
About 450,000 copies of the Society's pamphlets and 
12,000 posters were distributed, and a motion picture 
film, “Preventing Blindness and Saving Sight’ was 
shown to 1,500 audiences. Exhibit material was pro- 
vided for 125 conventions and a transcribed radio 
program on the Fourth of July was used by 200 
stations. 

The Society's expenditures for 1938 amounted to 
$169,000. Financial support is received through 
voluntary contributions from 17,000 members and 
donors in all parts of the country. 


Dr. Wm. H. Parker, 

Richmond, has been honored by having a soft-ball 
diamond in the State Fair Grounds named in his 
honor, The field was officially dedicated at the open- 
ing league game in April, at which time Dr. Parker 
was guest of honor. 


Dr. D. Hunter Marrow 

Advises that he has returned to his home in Boyd- 
ton, Va., for the summer months, after spending the 
winter at Daytona Beach, Fla. 
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Dr. W. Ambrose McGee, 

Richmond, was the guest speaker before the Nor- 
folk County Medical Society on April 17, his sub- 
ject being Preventive and Therapeutic Measures in 
Childhood Allergy. 


Home for Convalescences. 

A home for the care and treatment of chronic 
aged and convalescences has been opened at Arring- 
ton, Nelson County, Virginia, under the direction of 
Dr. and Mrs. Fred M. Horsley. Information upon 


request. (Adv.) 


For Sale— 

Entire office equipment of eye, ear, nose and throat 
specialist. Reason for selling—death of my hus- 
band. Communicate with Mrs. W. E. Fahrney, 
Broadway, Va. (Adv.) 


For Sale— 

McKesson Metabolism machine. Complete. Used 
only six times. Address ““McKesson Metabolism’, 
care this JOURNAL, 1200 East Clay Street, Rich- 
mond. (Adv.) 


Obituary Record 


Dr. John W. Bowdoin, 

Prominent physician of the Eastern Shore, died 
at his home in Bloxom, on April 5, having been in 
ill health for several months. He was eighty-four 
years of age and graduated from the College of 
Physicians and Surgeons, Baltimore, in 1876. Dr. 
Bowdoin was active in politics, having served as 
State fish commissioner. He was a member of the 
Accomac Board of Supervisors for twenty-six years. 
Dr. Bowdoin was for some time a member of the 
Medical Society of Virginia. His wife and two chil- 
dren survive him. 


Dr. John Woolfolk Winston, 

Prominent physician of Norfolk, died April 17, 
after an illness of about three months. He was a 
native of Texas and sixty years of age. Dr. Winston 
moved to Bowling Green at a very early age and 
graduated from the University of Virginia, Depart- 
ment of Medicine, in 1903. He had practiced in 
Norfolk for thirty-four years and was a senior mem- 
ber of the staffs of the Norfolk General and Leigh 
Memorial Hospitals. Dr. Winston was formerly a 
member of the Medical Society of Virginia. His wife 
and four children survive him. 
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Dr. Frederick L. Smith, 
Stanley, died March 23, following an illness oj 
several years. He was sixty years of age and a grad. 
uate of the former University College of Medicine 
Richmond, in 1905. Dr. Smith had been located jp 
Stanley for twenty years. His wife survives him. 


Resolutions on Dr. Margaret Kuyk. 


Graduating from the Woman’s Medical College of 
Pennsylvania less than half a century after the first be. 
stowal im this country of the degree of Doctor of Medicine 
upon a woman, Dr. Margaret Parker Forcee served ap 
internship in Cook County Hospital, Chicago, and later 
pursued special studies at Johns Hopkins and at the New 
York Post-Graduate Medical College. 

Later she opened an office in Pittsburgh and had jus 
established an excellent practice when Fate, in the person 
of Dr. Dirk A. Kuyk of Richmond, intervened. Coming 
to Richmond as the bride of Dr. Kuyk, she quickly estab- 
lished a place for herself in the social life of this city, 
without surrendering her scientific interests. 

In 1912 she became a member of the Medical Society of 
Virginia and of the American Medical Association, and 
in 1913 was appointed by the latter to its Committee on 
Public Health Education. In the same year she became 
first Medical Director of the Sheltering Arms Hospital, 
in which capacity she served until 1924. 

In 1919 she was appointed to the Chair of Physiology 
and Hygiene at Westhampton College, which position she 
held until her retirement from active work in 1926. Dur- 
ing her service there she received the honor of the Phi 
Beta Kappa Key. She was a woman of broad culture, 
and the author of many pamphlets of true scientific value. 

Be It REeEso.vep, THEREFORE, that in the death of Dr. 
Margaret Parker Forcee Kuyk, January 16, 1939, Rich- 
mond lost a brave pioneer, and the Sheltering Arms Hos- 
pital a valued friend and adviser, and that the Staff here- 
by express their appreciation of her life and work. 

Respectfully submitted, 
Mary B. BAUGHMAN 
MARGARET NOLTING 

Committee. 


Mr. Benjamin T. Fairchild. 

It is with regret that we announce the death o 
Saturday, March 25, of Mr. Benjamin T. Fairchild, 
President of Fairchild Brothers and Foster of New 
York City. 


Dr. Ephraim Roland Mulford, 

Burlington, N. J., died of coronary occlusion, 0 
March 10, while visiting friends in Charlottesville 
He was fifty-eight years of age and a graduate of 
the University of Virginia, Department of Medicine 
in 1903. Dr. Mulford was a past president of the 
Medical Society of New Jersey. 
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plemented by a home treatment (Suppositories) to provide 
continuous action between office visits. Two Insufflations, 


a week apart, with 12 suppositories satisfactorily clear up 


the large majority of cases. 


JOHN WYETH & BROTHER, INC. e PHILADELPHIA, 


A. EFFECTIVE TREATMENT FOR 


TRICHOMONAS VAGINITIS 


An effective treatment by Dry Powder Insufflation to be sup- 


SILVER PICRATE — 2 crystalline compound of silver in definite chemical 
combination with Picric Acid. Dosage Forms: Compound Silver Picrate 
Powder — Silver Picrate Vaginal Suppositories. Send for literature today, 


SILVER PICRATE Otyeth 


PA. 


MEDICAL COLLEGE 
of VIRGINIA 


HOSPITAL DIVISION 
RICHMOND, VIRGINIA 


® 
Private Rooms: 


Private single rooms and rooms for two, three 
and four patients in the private pavilion are pro- 
vided at reasonable rates. 


Public Wards: 


Generous accommodations for treatment of pa- 
tients in the public wards are available. An am- 
ple staff of physicians and surgeons in the various 
fields is appointed to serve these patients. 


MEMORIAL HOSPITAL 
DOOLEY HOSPITAL 

SAINT PHILIP HOSPITAL 
OUTPATIENT DEPARTMENT 


Lewis E. Jarrett, M. D., Superintendent. 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, «+ VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 


SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


17 


In writing advertisers, please mention VIRGINIA MEDICAL MONTHLY. 


- | 
tin 
an 
ew 
and 
on ; 
tal, 
ogy 
she 
ur- 
Phi 
ire, 
ue. 
Dr. 
ch- 
0s- 
on 
ld, | 
le. 
of 
| 


McGUIRE CLINIC 


ST. LUKE'S HOSPITAL 
RICHMOND, - - - = = = - - VIRGINIA 


. .- MEDICAL AND SURGICAL STAFF ... 


General Medicine: 


James H. Situ, M. D. 
Hunter H. McGuire, M. D. W. Lownpes Pepte, M. D. 
MAarcaret M. D. W. P. Barnes, M. D. 
Joun P. Lyneu, M. D. J. H. Reep, M. D. 


General Surgery: 
Stuart McGuirg, M. D. 


Orthopedic Surgery: 
WILLIAM T. GRaHaM, M. D, 
D. M. FAULKNER, M. D. 
J. T. Tucker, M. D. 


| 
| 


Roentgenology: Dental Surgery: | 


J. L. Tass, M. D. Bett Witiags, D. D. 8. 
Cc. D. Smirx, M. D. Guy R. Harrison, D. D. 8. 


Pathology and Radiology: 
J. H. Scuerer, M. D. 


Obstetrics: 


H. HupNALL Ware, Jr., M. D. 
H. C. Spatprna, M. D. 


Urology: 


AusTIN I. Dopson, M. D. 
Cuas. M. Netson, M. D. 


Eye, Ear, Nose and Throat: 


F. H. Lae, M. D. 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


ROANOKE, VIRGINIA 


DR. ELBYRNE G. GILL STAFF 
DR. JOHN E. ALEXANDER 
Residents 
DR. KEITH E. GERCHOW 


GEORGE P. STONE, B.S. 
Laboratory and X-ray Technician 


ELEANOR ROZAR, B.S. 


DR. MAX L. HOLLAND 


Research Technician 


AUDREY WAGNER, R. N. 
Superintendent 


A Modern, Fireproof Hospital, Specialty De- 
signed and Equipped for the Medical and Surgical 
Care of Ophthalmology, Oto-laryngology, Facio- 
Maxillary Surgery, Bronchoscopy and Esophagos- 
copy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant | 
Attendance. 

The Hospital offers a residentship of two years 
to a graduate of an approved medical school, who 
has had an internship of at least one year in an 

3 For further information, address 


Gill Memorial Eye, Ear and Throat Hospital, ne. 


711 South Jefferson Street, ROANOKE, VIRGINIA 
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THE TUCKER SANATORIUM, Incorporated 


212 West Franklin Street (Corner of Madison) RICHMOND, VIRGINIA 


Private Sanatorium for neurological cases under the charge of Drs. Beverley R. Tucker, Howard R. Masters 
and James Asa Shield. Departments of Physiotherapy. 


STUART CIRCLE HOSPITAL 


RICHMOND, VIRGINIA 


Medicine: Surgery: 
ALEXANDER G. Brown, Jr., M. D. Cuares R. Rosins, M. D. 
Osporneé O. AsHworTH, M. D. Stuart N. MicuHaux, M. D. 
MANFRED CALL, III, M. D. Rosert C. Bryan, M. D. 
M. Morris Pinckney, M. D. A. STEPHENS GRAHAM, M. D. 
ALEXANDER G. Browy, III, M. D. CuHarues R. Rosins, Jr., M. D. 


Obstetrics: Urological Surgery: 
Greer BaucuMaN, M. D. JoserpH F. Geisincer, M. D. 
Ben H. Gray, M. D. : 
Wma. Durwoop Succes, M. D. Oral Surgery: 
Ophthalmology, Otolaryngology: Guy R. Harrison, D. D. S. 
Cuirton M. Miter, M. D. Pathology: 
= H. Waraicnt, M. D. Recena Beck, M. D. 
Pedi ‘ L. Mason, M. D. Roentgenology and Radiology: 
ediatrics: 
Frep M. Hopnces, M. D. 
S. Hurt, M. D. M.D 
Cuas. Preston Mancum, M. D. U. OMBAD, 
5 R. A. Bercer, M. D. 
Physiotherapy: 
Lance, B. S., Technician Medical Illustrator: 
MarcareT Corsin, B. S., Technician DorotHy BooTH 


Stuart Circle Hospital has been operated twenty-four years, affording scientific care to patients 
in General Medicine, Surgery, Obstetrics and the various medical and surgical specialties. 


Detailed information furnished physicians. 
CHARLOTTE PFEIFFER, R. N., Superintendent. 
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WESTBROOK SANATORIUM 


Richmond, TELEPHONE, DIAL 5.3245 Virginia 


STAFF 
Department for Men Department for Women 
J. K. Hatt, M. D. P. V. ANDERSON, M. D. 
O. B. Darpen, M. D. E. H. Wrtams, M. D. 
E. H. ALtpERMAN, M. D. Rex BLANKINSHIP, M. D. 


The scope of the work of the sanatorium is limited to the diagnosis and treat- 
ment of the various types of nervous and mental disorders and to the addictions to 
drugs and to alcohol. 


The medical staff devotes its attention entirely to the patients in the sana- 
torium. 


The institution maintains a school for trained attendants in which instruc- 
tion in the care of the nervous and mental is emphasized. 


There are twelve separate buildings for patients with 150 beds. Satisfactory 
and congenial grouping of patients is thereby made easy. 


The grounds are extensive, the institution owns a considerable acreage, and 
it is consequently able to control its immediate neighborhood. 


Rooms may be had single or en suite. There are a few small cottages de- 
signed for the use of individual patients. 


A comprehensive examination is made of each patient. The hydrotherapy 
equipment is complete. A teacher gives practical daily instruction to small groups 
in the arts and crafts. Helpful occupation in the out-of-doors for the men pa- 
tients is afforded by the truck farm, dairy, and in the poultry yards. 


There are bowling, tennis, croquet, pool, and a weekly movie and dance. Spe- 
cial information and rates are available for physicians. 
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MOUNT REGIS SANATORIUM 


SALEM TTT SALEM 
VIRGINIA. VIRGINIA 


EVERETT E. WATSON, M. D. 
Resident Medical Director 


DOROTHY JOHNSTON 
Superintendent of Nurses 


LOUISE L. FOSTER 
X-ray and Laboratory Technician 


MRS. DO. A. LYNCH 
Dietitian 


MODERATE RATES. WRITE FOR INFORMATION 


A modern, well equipped, private sanatorium, beautifully Caters to convalescents or anyone desiring a rest in the 
located between the Allegheny and Biue Ridge Mountains mountains under ideal hygienic and climatic conditions. 
of Virginia. Offers treatment for tuberculosis and other Physician and nurses in constant attendance. Private and 
chronic diseases of the chest. semi-private cottages. 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


A private institution for the diagnosis and treatment of nervous and 


mental disease, alcoholism and drug addiction. Rates reasonable. 
C. Kinc, M. D. FRANK A. StTRICKLER, M. D. James Kinc, M. D. 
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RICHMOND, VIRGINIA 


Proctology and General Surgery 
Medical Illustration 


ASSISTANT ATTENDING STAFF 


Cuas. M. Netson, M. D 


The Operating Rooms and all the Front Bedrooms 
are now completely Air-Conditioned 


SCHOOL FOR NURSES 


The Training School is affiliated with Johns Hopkins Hospital in Baltimore for a 
three months’ course, each, in Pediatrics and Obstetrics. All applicants must be grad- 
uates of a high school or have the equivalent education. Address: Director or Nurgsine 
EDUCATION. 


You will benefit— 


by placing your printing orders with a 
LARGE, WELL-EQUIPPED PLANT 


You will benefit, not only through receiving 
high quality work produced by skilled work- 
men, but from the saving in cost resulting 


~ . from efficient planning and cut-cost methods. 
7, It will pay you in more ways than one, to 
. ( get in touch with us if you use— 


Ye { Commercial, Book and Job Work 


Catalogues—Publications 
44) Advertising Literature 
Booklets—Broadsides 


Office and Factory Forms | 
Loose-Leaf and Manifold Forms | 


i Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 


Complete Binding Equipment 


THE WILLIAMS PRINTING COMPANY 


11-13-15 North Fourteenth Street RICHMOND, VIRGINIA 


— laz-oz- 
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INTING CORT 
| 
Established 1880 


fitted according to 
Doctors prescriptions 


General Supports 
Sacro Iliac 


Ptosis 
Maternity 


Our fitter skillfully trained 
in the CAMP school 


Corset Dept. 
Third Floor 


The 


NIGHTINGALE 


NURSING HOME 
209 West Franklin St., Richmond, Virginia 


A Home for the Care and Treatment 
of Chronic and Convalescent Cases. 


Very reasonable rates available. 


J. ARTHUR GALLANT, M. D., Director. 
Telephone 2-6893 


THE THOMPSON 
HOMESTEAD SCHOOL 


For the shy, nervous, retarded or unsocial 
child. Nursery Department. Year round pri- 
vate home on 150-acre farm near Charlottes- 
ville. Enrollment limited. Booklet. 


MRS. J. BASCOM THOMPSON, Principal 
Free Union, Virginia 


| 


Every Virginia Doctor 
‘Should Have This Book! 


| The history of medicine in the Old Commonwealth 
| from Jamestown to the beginning of the present 
| century, is a work every doctor should be proud to 
own. It is complete and intensely interesting. 


= 


Medicine In Virginia 
By Dr. Wyndham B. Blanton 
3 volumes, $21 


Special to members of the 
Medical Society of Virginia 


The 3 Volumes for $14 


To get this price, order through 


The Medical Society of Virginia 
Richmond, Virginia 


An aqueous liver extract SOLUTION 
of proved potency and LIVER 
| economy. EXTRACT 


One U. S. P. oral unit 
| in every one and one- VALENTINE 
&. P. 


| half ounces. 


Concentrated— 
for 
oral administration 


Contains Vitamin B 
“complex” 


Valentine 
use. 


VALENTINE COMPANY, Inc. 
RICHMOND, VIRGINIA 
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Component and Other Medical Societies in Virginia 


(Officers and Others are Requested to Notify the Monthly of Changes) 


SOCIETY PRESIDENT SECRETARY TIME OF MEETING 


oO. R. Fletcher, Sanford._......J. F. Edmonds, Quarterly. 


Albemarle County -. F. D. Daniel, Charlottesville....Wm. H. Wood, Jr., Charlottesville Monthly. 

Alexandria City Carson L. Fifer, Alexandria. E. Arnette, Alexandria___-_-- Monthly 

Alleghany-Bath Counties . A. Warren, Hot Springs.__._._R. P. Hawkins, Clifton Forge__Bi-Monthly. 

Amelia County -J. M. Habel, J. L. Hamner Mannboro-....... 

Arlington County M. Palmer, Arlington__.H. Bastien, January, April, July, August, 
Augusta County --..---.---.-- . M. Phelps, St A. F. Robertson, Jr., Staunton_.February, May, August, November 
Bedford County -.........--... M. P. Rucker, Bedford_.......W. V. Rucker, Bedford____----_- Quarterly. 


Botetourt County ------------.- S. F. Driver, Troutville__....._.L. A. Micou, Eagle Rock___--~-- 


Charlotte County -.........-.. C. M. Nicholson, Charlotte C. H._R. B. Cralle, Drakes Branch__~- 
Clinch Valley Med. Society_..__ BR. P. Gon, C. B. Bowyer, Spring and Fall. 
Culpeper County J. L. Stringfellow, Culpeper-_-- 0. K. Burnette, 


Counties_..W. A. Carr, T. C. Sutherland, 


Elizabeth City County —___---- W. P. Smith, Hampt R. H. Wright, Phoebus__-.----- 


itniichictinpetieitenndseie R. E. Feagans, Fairfax........Alice Keissling, Fails Church..February, May, August, November 


Fauquier County .............. W. O. Bailey, Leesburg_...._.__ W. R. Pretlow, Warrenton_____- Monthly. 

... S. T. Yeatts, Floyd__ F. C. B , Floyd 

Fourth District Med. Society_...C. V. Montgomery, South Hill___C. E. Martin, *Emporia____--___- 5 times a year. 
Fredericksburg Med. Assn.__--__ J. M. Holloway, Fredericksburg_._T. B. Payne, Fredericksburg_-.-Monthly. 


Halifax County D. C. Steelsmith, South Boston-W. C. Brann, South Boston_---_- 
Hanover County -......-..----_ Hawes Campbell, Jr., Hanover._F. L. Hughes, Ashl Bi-Monthly. 


Isle of Wight County -___-.__- Rea Parker, Smithfield 


James River Med. Society_____- J. H. Yeatman, Fork Union..._E. J. Haden, Ore Bank_---~--- Quarterly. 


ae B. C. Grigsby, St. Charles_.____ J. B. Muncy, Pennington Gap 


Loudoun County G. H. Musgrave, Leesburg.... F. T. Hauser, ~_Monthly. 
Lynchburg Academy S. E. Oglesby, Lynchburg_----- C. E. Keefer, Lynchburg_-_------ Monthly. 


Mecklenburg County _____.____ H. H. Braxton, Chase City_-_-~- W. W. Wilkinson. LaCrosse_--_-. 
Med. Assn. Valley of Virginia__Fred’k Gochnauer, Upperville__.H. W. Miller, Woodstock__~-_- September. 
Med. Soc. Northern Virginia__..0. W. Carper, Front Royal....J. E. Harris, Winchester___--_-- 
Medical Society of Virginia__._.i. F. Robertson, Jr., Staunton__Agnes V. Edwards, Richmond_- Richmond, Fal] 1939. 
Mid-Tidewater Med. Society__-__ J. R. Parker, Providence Forge._.M. H. Harris, West Point_____- January, April, July, October. 


Nansemond County C. Joyner, Suffolk.......... T. E. Scarlett, Suffolk 


R. F. Randolph, Arrington._--- J. F. Thaxton, Tye River__.--- 
W. B. Newcomb, L. B. Seott, Weekly. 
= Northampton County W. J. Sturgis, W. C. Henderson, Nassawadox_-_Quarterly. 
Mesthern ............... C. Y. Griffith, Machodoc Lee S. Liggan, Irvington___----- Spring and Fall. 


Orange County E. B. Dovell, G. R. Elliott, 


Patrick-Henry Counties _.__--__ J. A. Shackelford, Martinsville..R. H. Walker, Martinsville__._.January, April, July, October. 

Piedmont Med. O. N. Shelton, & 

Princess Anne County H. F. Dormire, Va. W. L. Taylor, Va. Beach__---- 

Richmond Academy Kar! S. Blackwell, Richmond__-. rag! Martha Nokely, Richmond_ oe and 4th Tuesdays. 
Roanoke Acad W. W. S. Butler, Roanoke___._-- A. C. Davis, Roanoke__--_------ lst and 3rd Mondays. 
Rockbridge County F. L. Thurman, Buena Vista__._.E. P. Tompkins, Lexington---- 

Rockingham County B. S. Yancey, Harrisonburg.---P. S. Hill, Harrisonburg_------ Monthly. 

og ea T. G. Smith, Lebanon, R. D.---- W. C. Elliott, Lebanon, R. D.__-- 


C. R. Fugate, Clinchport________ J. M. Dougherty, Jr., Gate City_- 


Seaboard Med. Assn. __________ Julian L. Rawls, C. P. Jones, Newport News-_---- < 1939, Virginia 
eac 
Southampton County ack Grizzard, Branchville___-_- W. T. McLemore, Courtland__.._April and September. 


South Piedmont Med. aE P. Bohannon, Virgilina J. A. Owen, Turbeville_______- Spring and Fall. Pm 
Southside Va. Med. Assn. __--- C. S. Dodd, Petersburg_- _R. L. Raiford, Franklin__----_- March, June, September, Decem 
Southwestern Virginia H. W. Bachman, Bristol__._____ James King, Radford_._------- March and September. 


J. W. Shawver, Tazewell______ Isaac Peirce, 
Tri-State Med. Assn. Va. & N.C. J. F. Highsmith, Fayetteville, J. M. Northington, 'Ghaxlotia, Charleston, S. C., February, 1939. 
N. C. N. C 


ic jiety... R. M. Hoover, B. H. Kyle, Lynchburg Richmond, Fall 1939. 
. Pediatric Society._........ W. W. Waddill, Charlottesville_.J. M. Bishop, Roanoke_--_---- Richmond, Fall 1939. 
Va. Peninsula Academy of Med. H. G. Longaker, Newport News__E. B. Mewborne, Newport News_3rd_ Mondays. 
Va. Roentgen Ray F. M. Hodges, V. W. Archer, Charlottesville-.Richmond, Fal] 1939. 
bang Society of Obst. & Gyn._____ C. J. Andrews, Norfolk_-__----- R. B. Nicholls, Norfolk_-- .-Richmond, Fall 1939. 
Va. Society of O. L. & O.__---- C. T. St. Clair, Bluefield, W.Va.._M. H. Williams, Roanoke_ : 
Va. Urological L. T. Price, L. D. Keyser, Richmond, Fall 1939. 
Warwick County -...-. -....--- E. B. Mewborne, Newport News Orvin C. Jones, Newport News, -Monthly. 
E. B. Kilby, Toano. I. S. Zfass, Williamsburg 
: Wise County G. B. Bowers, Stonega_--------- C. L. Harshbarger. Norton_- 
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A supply of Adrenalin Ampoules—at your office or 

in your bag—may be vitally needed in an emer- 

gency. How about your own supply? Is it adequate? 
Adrenalin is the Parke-Davis brand of Epinephrine, U. S. P. Adren- 


alin Chloride Solution 1:1000, in 1-cc. ampoules, boxes of 12, 25, and 
100, also in. l-ounce bottles, is available in drug stores everywhere. 


PARKE, DAVIS & COMPANY - Detroit 


The World’s Largest Makers of Pharmaceutical and Biological Products 
25 
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GILLILAND 


TETANUS TOXOID 
ALUM PRECIPITATED 


For active immunization against tetanus. 


Tetanus Toxoid, Alum Precipitated, is recommended for the 
immunization of persons whose occupation repeatedly exposes 
them to infection with C. tetani. Included in such occupations 
are all of the heavy industries, farming, military service, etc. 


Two doses of Tetanus Toxoid should be given with an in- . 


terval of two months between doses. The active immunity pro- 
duced may last for years; however, it is recommended that 
patients actively immunized against tetanus should receive an 
additional dose of Tetanus Toxoid if injury occurs. 


DIPHTHERIA TOXOID 
ALUM PRECIPITATED 


For active immunization against diphtheria. 


This product has been used for years with excellent results. 
A single dose confers immunity within a few weeks. It is espe- 
cially recommended for the immunization of children between 
the ages of six months and six years, the most desirable period 
for immunization. 


Literature and prices sent upon request. 


THE GILLILAND LABORATORIES 
MARIETTA, PA. 


| 
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Where Much May Depend On Your Choice 


Insist on COUNCIL-ACCEPTED 


SULFANILAMIDE, 


Literature and samples gladly furnished. 


CHAS. C. HASKELL & CO., INC., 


Prescription Pharmaceuticals 
RICHMOND, VIRGINIA 
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Miller & Rhoads announces 


the opening of a new department devoted exclusively to 


Scientific Supports 


In the seclusion of this new section, 
one may select—with the aid of our 
Camp-trained fitters—Camp surgical 
supports of any type, from garments for 
general wear to prescription corsetry. 


Authorized Camp Service—Second Floor 


Miller & Rhoads 


Richmond, Virginia 


Authored Seevice 
Every person ought to assure 


WE WORK himself that his estate will be 
7 carefully and intelligently man- 
with DOCTORS aged by a competent executor- 
: | trustee. This he may do in his 
— | lifetime by ascertaining the 
In fit ting— qualifications, organization and 
Maternity experience of such an institution 
A as First and Merchants. Our 
Post-operative Trust Department handles mil- 
Ptosis lions of dollars in trust for others 
Sacro-lliac —entirely apart from banking 
Orthopedic activities. 
Cases 
tters are always at the serv- 
ices of Phe and sur- National Bank of Ric 
geons. 


JOHN M. MILLER, Jr., Chairman of the Bo 
H. HITER HARRIS, President 


H.HEIRONIMUS @ 


Campbell, Heary, Kirk - 3 Entrances 
ROANOKE, VA. | MEMBER FEDERAL DEPOSIT INSURANCE CORPORATION 
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THE MOST IMPORTANT YEAR 


The vital year for the healthy development of 


bone and tissue structure! 


S.M.A. is nutritionally correct. Not only is it essen- 


tially similar to human milk in percentages of protein, 


fat, carbohydrate and ash, but equally important from a 


nutritional standpoint, it is also similar in biological 


factors, especially in chemical constants of the fat and 
in physical properties.* 

The vitamin content of S.M.A. remains con- 
stant throughout the year. With the exception of 
orange juice no additional vitamin supplement 
need be given. 


A trial will show convincing proof. 


*$, M. A. is a food for infants— derived from altogether forming an antirachitic food. When 
tuberculin tested cows’ milk, the fat of whichis diluted according to directions, it és essentially 
replaced by animal and vegetable fats including similar to buman milk in percentages of pro- 
biologically tested cod liver oil; with the ad- tein, fat, carbohydrate and ash, in chemical 
dition of milk sugar and potassium chloride; constants of the fat and in physical properties, 


S.M.A. CORPORATION e 8100 McCORMICK BOULEVARD 


S.M.A. CORPORATION 
8100 McCormick Boulevard 
Chicago, Illinois 
Please send samples of S.M.A. and a Minute- 
Mix Set to: 


Street 


City State 
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The baby’s first solid food always excites 
the parents interest. Will he cry? Will he 
spit it up? Will he try to swallow the 
spoon? Far more important than thechild’s 
‘cute’ reactions is the fact that figura- 
tively and physiologically this little fel- 
low is just beginning to eat like a man. 


P is now being fed to infants 
A BLUM as early as the third or 
fourth month because it gets the baby accus- 
tomed to taking food from a spoon, but, more 
important, Pablum early adds essential accessory 
food substances to the diet. Among these are 
vitamins B,; and G and calcium and, equally 
essential, iron. Soon after a child is born 
its early store of iron rapidly diminishes and, as 
milk is poor in iron, the loss is not replenished 
by the usual bottle-formula. Pablum, therefore, 


fills a long-felt need, for it is so well tolerated that 
it can be fed even to the three-weeks’-old infant 
with pyloric stenosis, and yet is richer than fruits, 
eggs, meats, and vegetables in iron. Even more 
significant, Pablum has succeeded in raising the 
hemoglobin of infants in certain cases where an 
iron-rich vegetable failed. Pablum is an ideal 
“first solid food.” Mothers appreciate the con 
venience of Pablum as it needs no cooking. Even 
a tablespoonful can be prepared simply by adding 
milk or water of any temperature. 


Pablum consists of wheatmeal (farina), oatmeal, wheat embryo, cornmeal, 
beef bone, alfalfa leaf, brewers’ yeast, sodium chloride, and reduced iron. 


Mead Johnson & Company, Evansville, Indiana, U.S.A. 


MEAD PRODUCTS (including PABLUM) 


ADVERTISED ONLY TO PHYSICIANS 


Please enclose professional card when requesting samples of Mead Johnson products to cooperate in preventing their reaching unauthorized persons 
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